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PUBLISHERS’ NOTE 


The new edition of Harrington’s standard work on Hygiene will main- 
tain it in the forefront of the immense literature on its subject. This 
pre-eminence it won by reason of its high authority, its exceptional clearness 
and its adaptation to the needs of all readers: students, physicians, sani- 
tarians, quarantine officials, building and factory inspectors, school boards, 
military and naval medical officers, architects, and food analysts. 

The volume first considers foods of all kinds, including beverages: 


preservation, contamination, etc. A chapter is devoted to air, one to soil 


and one to water. Habitations, schools, etc.; disposal of sewage and 
garbage; military, naval, marine and tropical hygiene are then covered. 
The relation of insects to human diseases, hygiene of occupation and personal 
hygiene follow. The very important subjects of infection, susceptibility and 
immunity are next discussed, and the book closes with a chapter each on 
vaccination and smallpox, quarantine, and the disposal of the dead. 

A part of the work of revision had been accomplished by the late 
Dr. Harrington himself, and this as well as the remainder of the book 
have been brought thoroughly up to date by his successor on the Massa- 
chusetts State Board of Health, Dr. M. W. Richardson. The features 
which characterized the earlier editions, and which won the hearty endorse- 


' ' ; ment of all readers, have been continued in this new and thoroughly revised 
r issue, fresh from press. 
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MYOMA OF THE UTERUS, WITH SPECIAL REFERENCE TO 
DEGENERATIVE CHANGES.’ 


By Jonn B. Deaver, M.D., LL.D., 


SURGEON IN CHIEF TO THE GERMAN HOSPITAL, 
WITH AN ANALYSIS OF CASES. 


By D. B. Prerrrer, M. D., 


ASSISTANT PATHOLOGIST AND SURGEON TO THE OUT-PATIENT DEPARTMENT OF THE 
GERMAN HOSPITAL, PHILADELPHIA. 


Ir has always been my contention that a woman who possesses 
a fibroid tumor that is symptomless and discovered only by accident 
displays good surgical judgment if she refuses to submit to its 
removal. ‘This opinion has received support from most  well- 
considered contributions to the subject. In the admirable work 
on “ Myomata of the Uterus,” recently issued by Kelly and Cullen, 
the autopsy records of the Johns Hopkins Hospital have been 
reviewed with reference to the general frequency of myomatous 
tumors. It was found that of 742 women over twenty years of age, 
dying from general causes, myomatous growths of the uterus were 
present in 148, or about 20 per cent. From this and similar statistics 
it is apparent that the incidence of fibroids is much greater than 
is the incidence of troubles caused by them. 

Granted that the mere presence of a demonstrable fibroid is 
not in itself an indication for operation, we are confronted with 


1 Read at a meeting of the American Association of Obstetricians and Gynecologists, 
Syracuse, N. Y., September 22, 1910. 
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the task of assigning the proper indications. Leaving aside the 
general condition of the individual patient, which is a constant factor 
for consideration in all surgical procedures, our decision must 
be compounded of three factors, viz.: ‘The mortality from the 
operation itself, the urgency of the immediate symptoms, and 
the prognosis of the disease if unchecked by active intervention. 
As for the first consideration, we find that the mortality of opera- 
tions in this class of cases as they now come to us is in the best 
hands from 1 to 3 per cent. In the hands of unskilled or occa- 
sional operators it is necessarily somewhat higher. ‘This mortality, 
while not large, is sufficient to make us cautious in the selection of 
cases. In all but ultra-conservative quarters it is not sufficient 
to cause delay of operation in such cases as severe sudden hemor- 
rhage, or smaller hemorrhages so frequently repeated as to bring 
the patient into a condition of grave anemia, nor in the case of 
extrusion of the tumor or strangulation by twist of a pedunculated 
growth. Impaction of the growth in the pelvis also may cause 
such severe symptoms as to defy mere palliative measures, and 
when sepsis is implanted upon a myomatous condition of the uterus 
it assuredly requires the aid of operation. Other and rarer com- 
plications may make operation the wiser course, but all these are 
conditions which are announced to both patient and physician 
in unmistakable terms, and our best physicians who combine bold- 
ness and prudence will not be long in arriving at a conclusion as to 
the need for operation, nor will they shirk their duty in advising it. 

The day is past when surgical treatment must justify its plea 
for preference in these cases, even though there is still a disinclina- 
tion among some to follow the plain indications. The cause of 
this disinclination is not in the case, but in the man himself. | 
venture to predict that there will never be devised for any ill or 
disorder so perfect a treatment that it will receive the unanimous 
assent and support of the body of physicians. Indicision and 
minds that work on the bias will always be with us, as in every 
other calling or vocation. I will not, therefore, take up time in 
trying to convert those who deny the means of salvation, and will 
rather devote myself to an examination of the third factor in deci- 
sion, namely, the prognosis of fibroid disease of the uterus in so 
far as it relates to the behavior of the tumors themselves, or to 
pathological conditions caused by their presence. ‘This is a most 
important question. ‘lo anticipate dangers before they arrive 
and to devise means of warding them off is to approach the ideal 
in medicine and surgery as well. However skilful a physician 
may be in the presence of actual danger he is not exercising his 
highest function unless he is so armed with a knowledge of the 
probable developments of disease as to enable him often to steer 
his patients away from the rocks. ‘This is the art of prognostics 
which Hippocrates never ceased to praise, calling it even God- 
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like, probably because it represented the nearest approach to the 
divine knowledge of the future which could be possessed by man. 
This is at the bottom of the great movements in preventive medicine, 
and to a certain extent has been adopted in surgery. ‘Thus, the 
removal of a chronically diseased appendix is a high development 
of prognostics, and comes from our knowledge, painfully acquired, 
of the relative risks of such a condition as compared to operation. 

An effort has been made to place myomatous disease of the 
uterus among the conditions which demand a preventive opera- 
tion because of the probability of malignant degeneration of these 
tumors themselves or of associated tissues. 

For consideration we may divide these pathological changes 
into: (1) Degenerations of the fibroids rap ealte which may 
be either (a) non-malignant or (b) malignant; (2) malignant disease 
of the body or the cervix of the uterus assoc rier Ww vith a fibroid 
condition of that organ. 

My last 345 consecutive operations for myoma of the uterus 
have been analyzed chiefly with reference to this point; 250 cases 
immediately preceding those upon which this paper is based were 
made the subject chiefly of a clinical analysis. As the patho- 
logical data of this series were found to be less complete than in 
the present series, they have been disregarded since we felt that 
the smaller number of cases would give the truer picture from a 
pathological standpoint. 

Hyaline degeneration is the most frequent of the benign regres- 
sive changes affecting fibroids. It has been noted as present in 
a marked degree in 37 cases, or about 11 per cent. ‘This does not 
represent the true incidence of the condition, since early hyaline 
change was not specially noted. Practically all fibroids which 
attain any size will show this condition in some part of the growth. 
It is chiefly of pathological interest, and possesses no clinical sig- 
nificance until it goes on to the stage of liquefaction and cyst for- 
mation. When this occurs the tumors often take on rapid increase 
in size, and symptoms are usually augmented in proportion. ‘The 
product of this melting process is a material which varies from a 
gelatinous consistency to a thin, watery fluid. ‘Tumors filled with 
the gelatinous material are often said to have undergone myxoma- 
tous degeneration, while those in which the thinning process has 
gone on to the production of watery fluid are termed cystic. In 
some series both conditions are together recorded as cyst formation. 
In our series we found nine instances of myxomatous change and 
3 pronouncedly cystic, 12 in all (3.6 per cent.). ‘This corresponds 
rather closely with Noble’s figures in his extensive collection of 
2274 cases of fibroids, in which he found approximately 2.6 per 
cent. of cystic changes. ‘This condition, when it arises, demands 
operative treatment. Cullen reports a case in which the tumor 
weighed eighty-nine pounds and was mistaken for an ovarian 
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cyst. It is chiefly those cases when one is dealing with a single 
soft symmetrical tumor of moderate size that are so difficult to 
distinguish from pregnancy. ‘The simulation may be perfect 
and the distinction impossible even with the abdomen open. 

These changes are probably due to slowly failing nutrition of 
the growth. When the nutriment is more suddenly cut off, the 
tumor undergoes necrosis. If this occurs in such a way that extrav- 
asation of blood takes place into the tissues, the tumor presents 
a peculiar brick-red color, which has caused it to be called red 
necrosis. If blood is not present in excess the tissue elements 
simply lose their definition and show the ordinary picture of coagu- 
lation necrosis. 

Usually necrosis affects only a limited portion of the tumor and 
gives rise to no symptoms. In some cases, however, the growth 
may perish en masse, and this is generally accompanied by more 
or less severe symptoms. ‘This extensive necrosis is most apt to 
affect pedunculated myomas where the mechanism is usually 
apparent, being due to strangulation of the blood supply or infection. 
Occasionally, however, an intramural fibroid will undergo sudden 
necrosis, without obvious reason. ‘This is more apt to occur during 
pregnancy. Necrosis of this sort is a serious condition, chiefly 
because of the danger of secondary infection. A necrotic fibroid 
which projects into the cavity of the uterus or possibly from the 
cervical canal always becomes infected, and it is important not 
to mistake the foul sloughing mass for an inoperable carcinoma 
Christopher Martin found necrosis occurring in fibroids in about 
4 per cent. of cases considered. Noble found it in 119 cases (5 
per cent.). In our series it occurred twelve times, or 3.6 per cent. 
It does not materially increase the danger of an operation unless 
it be already accompanied by infection. 

In sudden necrosis of an entire tumor, one finds usually definite 
symptoms pointing toward interference, such as pain, vomiting, 
rapid increase in size of the tumor, tenderness, and often some 
fever. When necrosis takes place in successive small areas it is 
followed by a deposition of calcium salts, which gives rise to the 
so-called calcareous degeneration. ‘This we found eight times 
(2.4 per cent.). It is practically a spontaneous termination of the 
life of the tumor, and is rather to be welcomed than otherwise. 

If we add together all noteworthy benign degenerations occurring 
in this series we have a total of 30, or 9.6 per cent. ‘This is not to 
be interpreted to mean that approximately 10 per cent. of all fibroids 
will show such degenerative changes, but that of a series of cases 
which are considered under present standards to require opera- 
tion, about 10 per cent. are causing trouble largely as a result of 
degenerative changes which have occurred in them. 

Malignant degeneration of fibroids is a matter of much greater 
importance if it be proved to be of frequent occurrence. ‘The 
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only malignant change which a fibroid itself can undergo is, of 
course, transformation into a sarcoma. Martin in his recent paper 
concludes that this occurs in approximately 4 per cent. of all cases. 
He quotes statistics as follows: Winter found sarcomatous change 
in 4 per cent. of 500 myomas; Martin found 6 in 205 cases; Culling- 
worth, 1 in 100; Scharlieb, 6 in 100; Haultain, 2 in 120; Hirst, 
3 in 189; McDowell, 20 in 1000 cases. He, himself, encountered 
9 cases in 380 abdominal sections for myoma. ‘These collectively 
total about 2 per cent. of sarcoma presumably arising upon a myom- 
atous base. He goes on to say that “probably many other cases 
thought to be primary sarcomata have originated in unrecognized 
myomata,” and from this assumption justified himself in rais- 
ing the true proportion to 4 per cent. Bland-Sutton, however, 
has taken a directly opposite view, and states that quite possibly 
sarcomas which have been considered as derived from preceding 
myomas have been sarcomatous from the beginning. Noble, in 
his large tabulation, found only 34 cases of sarcoma, or about 1.5 
per cent. It is not stated that these cases were all instances of 
sarcomatous degeneration of myomas, and it is quite likely that 
some at least were mere associations. Kelly and Cullen found 
sarcomatous degenerations or association in 17 out of 1400 cases 
(1.2 per cent.). In our series we found 4 cases, 1.2 per cent., 
which were diagnosticated pathologically as sarcoma. 

In the first case the tumor, which was a small round-celled 
sarcoma, gave no evidence of its being derived from a myoma. 
‘The second case was a myxosarcoma which also showed no evident 
connection with an antecedent, myomatous condition. It seemed 
rather probable that such was not the case. ‘The third case involved 
the ovary, and it is difficult to see what possible connection the 
fibroid condition of the uterus could have had in the origin of such 
a different condition. In the fourth case the sarcoma was in no 
way connected with the uterus. Clinically there was nothing to 
suggest such a malignant change, and the patient has remained 
without recurrence. In this case the patient was operated on 
primarily for a huge ovarian cyst, and the uterus found after section 
to be the seat of numerous fibroid nodules. ‘The condition had 
been present for years, and the tissues were very atypical in appear- 
ance. Under such conditions only those who are skilled in micro- 
scopic work know how difficult it may be to set the exact boundary 
between a malignant and a non-malignant change. ‘The personal 
equation of the pathologist must be taken into account in such 
cases. It is only thus that I can account for the high percentage 
of sarcomatous changes found by some authors who counsel minute 
microscopic examination of various parts of all the tumors present. 
I am aware that it is by no means impossible for such a trans- 
formation to take place, but I cannot believe that this tendency 
is so marked as is stated by some authors. If it were true, then 
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sarcoma of the uterus ought to be one of the most frequent of 
diseases, whereas it is comparatively rare. Simply to make use 
of the figures already given, taking 20 per cent. as the absolute 
incidence of myoma of the uterus in women over twenty, if 4 per 
cent. be the tendency of myoma toward sarcomatous change we 
should find sarcoma in 4 per cent. of 20 per cent. of all women, 
or 8 per cent., which is a reductio ad absurdum. 1 do not desire 
to cast discredit upon the findings of anyone, but I must point out 
that either the experience of those who find such marked propor- 
tions of sarcoma must be exceptional or else that there is a subtle 
source of error in the standards of diagnosis. 1 may state that 
for years every fibroid uterus which I have removed has been sub- 
jected to careful gross and microscopic examination in our labora- 
tory at the German Hospital. 

Another point which is urged for the preventive removal of 
fibroids is the increased tendency to uterine cancer found in myoma- 
tous uteri. That this is a real danger cannot be denied. ‘The 
present series of cases shows 11 instances of carcinoma associated 
with myoma (3.1 per cent.). Of these, 6 (1.7 per cent.) involved 
the body, and 5 (1.4 per cent.) were situated in the cervix. These 
figures agree very closely with Kelly and Cullen, who found in 
1400 cases of myoma 43 of associated carcinoma (3 per cent.), 
of which, 25 (1.7 per cent.) were in the body and 18 (1.3 per cent.) 
in the cervix. Martin found 6 cases of carcinoma in 380 (1.6 
per cent.), while Noble, in his large collection, found 2.8 per cent. 
of carcinoma, and among his personal cases 4 per cent. 

This is an alarming incidence of a desperate condition with 
one which is relatively innocent, and if we are able to incriminate 
myoma in the causation of cancer it will be a heavy stigma. ‘lhe 
instances of cervical carcinoma can hardly be credited to the presence 
of myomata in the body of the uterus. Not only is it difficult 
to imagine any way in which a fibroid should exercise such a malign 
influence upon the cervical epithelium, but clinically we gain no 
impression that such is the case. Bearing in mind that the uterus 
is the most common site of carcinoma, as established by the large 
statistics of Welch, who found that cancer of the uterus furnished 
29.5 per cent. of 31,482 cases of primary cancer, we must be pre- 
pared to find it associated with such a frequent pathological con- 
dition as myoma, which furnished at least a tenth of all gynecological! 
work. 

This association should cause no more remark than the simulta- 
neous presence of carcinoma of the breast, stomach, bladder, or 
rectum, all of which have been noted in a number of instances. 

Concerning carcinoma of the fundus, the case is different. If 
the presence of myoma does not influence the development of 
malignancy in the uterine epithelium, we should expect that the 
ratio of cervical to corporeal cancer would remain unaltered. ‘This 
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ratio is estimated at from 4 to 1 (Cullen) to 10 to 1 (Martin). My 
own statistics are more nearly in accord with the lower ratio, but 
in any case there can be no doubt that cervical cancer predominates 
largely over that which is primary in the body of the uterus. 

Now, of the cancers which are found complicating a fibroid con- 
dition of the uterus, we may see by a glance at the above figures 
that the preponderance is reversed and fundal cancer is found 
to be more frequent than that of the cervix. It seems a fair assump- 
tion, and one which is also suggested by the known tendency of 
chronic nutritional and irritative influences to excite malignant 
change, that a well-defined number of cases of cancer of the body 
are precipitated by the presence of myomata. ‘This, to my mind, 
is the most serious of the degenerative processes set in motion by 
a fibroid tumor, since it always arises insidiously, as do all cancers 
of the fundus. Sarcoma is no less insidious, though less common 
as a derivative of myoma. ‘Together they constitute a menace 
to life of no mean degree, and though the results of observation 
and analysis of this series of tumors do not support the pessimistic 
views of some gynecologists, the danger of malignant changes 
due to myomata is a fact which cannot be disregarded. ‘The early 
operation for fibroids does not rest upon this factor alone, and 
high statistics of degeneration are not needed to support it. “‘A 
good cause can sustain itself upon a temperate dispute.” ‘The 
only point in which I would differ from those who believe in the 
higher percentage of malignant change is in not advocating the 
removal of an accidentally discovered fibroid that is giving no 
symptoms. ‘This is not a large class of cases, and therefore not 
a very important difference. Any tumor that begins to give trouble 
or atypical symptoms, even if only an irregular discharge, I believe 
should be removed. ‘The tendency toward malignant degeneration 
gives me one of the elements of my belief. ‘The remainder are 
furnished by the greater frequency of troublesome non-malignant 
degeneration, the likelihood of hemorrhage and chronic anemia 
with cardiac and vascular disturbances, the frequency of pain and 
more or less dangerous pressure effects upon the urinary tract, 
the intestines, and surrounding organs, the proved failure of fibroids 
to cease from troubling with the menopause, and the certainty that 
in a large percentage of cases delay merely means operation later 
under less favorable conditions. 
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THE CEREBRAL FORMS OF POLIOMYELITIS AND THEIR 
DIAGNOSIS FROM FORMS OF MENINGITIS. 


By Henry Kopuikx, M.D., 


PEDIATRIST TO THE MT. SINIA HOSPITAL; LATE ATTENDING PHYSICIAN TO THE GOOD SAMARITAN 
HOSPITAL, ETC., NEW YORK. 


Dwurina the first epidemic of poliomyelitis and in the recurrent 
outbreaks in New York and vicinity, there have occurred here and 
there a number of cases, which have been of great interest because 
of their close simulation to certain cerebral conditions, which we 
shall mention later. I refer to those cases of poliomyelitis which 
belong more particularly to the cerebral group of this affection. 
Polioencephalitis or encephalitis, as it is called, was first brought 
into closer relationship with poliomyelitis by Medin. In the large 
Swedish epidemic of 1905 there were many of these cases, and 
Medin, in his early writings insisted upon the general identity 
of this set of cases with poliomyelitis as it was then known. His 
assumptions were at first disputed by men of no less genius than 
Henoch, who thought that Medin in describing the cerebral forms 
of poliomyelitis as identical with the spinal forms in etiology and 
pathology had rather committed an error of clinical observation 
and mistaken his cases for something of another character. How 
certain and true the original observations of Medin have been, 
time has shown, and Harbitz and Scheele have proved beyond 
question that the infectious agent producing epidemic poliomyelitis 
may extend to any part of the cerebrospinal system, and may 
affect both the gray and white matter of the brain and cord. More- 
over, there is in all cases of poliomyelitis a real meningitis; that is, 
the processes of infection expend themselves on the membranes 
of the brain and cord. There is inflammation and infiltration of 
these structures, and from the vessels of the pia, the toxic or infec- 
tious agent enters the tissues of the brain and cord, there effecting 
changes of greater or or lesser severity. Thus, the consequent 
symptoms will differ in sets of cases according to the localization 
of the inflammatory processes at play. 

The cases to which I especially desire to call attention are those 
in which the structures of the brain and medulla and pons are 
affected, leaving the cord for the most part, unaffected perman- 
ently. These cases have been previously described by various 
writers as encephalitis or polioencephalitis superior or inferior of 
Wernicke or poliomyeloencephalitis of Striimpel. We may group 
all these descriptive clinical pictures under the entity of polioen- 
cephalitis. This would also include the Pontine forms of encephal- 
itis of Oppenheim. The general picture of polioencephalitis is 
cerebral, the symptoms are cerebral symptoms with, in certain 
cases, added palsies. Thus, if the nuclei of the ocular motor nerves 
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are affected, we have with the cerebral symptoms, an opthalmo- 
plegia of greater or lesser extent, identical with what Wernicke 
described as poliocephalitis superior. If the nuclei of the facial 
nerves are affected and the gray matter in the floor of the fourth 
ventricle, the cerebral symptoms are supplemented by facial palsies, 
and thus there is produced the picture described by Wernicke as 
polioencephalitis inferior. If the process extend still further down, 
it may involve the nuclear masses of the hypoglossus and more vital 
nuclei, and then symptoms of paralysis identical with acute bulbar 
paralysis are produced. Certain it is that the forms of polioen- 
cephalitis will merge into one another. Thus, cases occur in which 
there are isolated palsies such as those of the muscles, one or other 
of the eyes, and then cases occur in which eye and facial nuclei 
muscles are involved and others in which all these and bulbar symp- 
toms occur. The last group rather number the fatal cases, though 
I have seen a number of bulbar cases recover. 

To return to the theme: The cases which are limited in their 
extent of involvement of the ocular and facial nuclei, and which 
are accompanied by cerebral symptoms are those which to me have 
been of greatest interest, because in such cases of polioencephalitis, 
I have had the greatest difficulty in face of the cerebral symptoms 
accompanied, as they were after a while, with nuclear palsies to 
differentiate them from forms of meningitis either of the acute 
suppurative (meningococcic) variety, or the tuberculous forms of 
the disease. In fact, in some cases the clinical similarity of forms 
of polioencephalitis with forms of meningitis is so close that it is only 
by careful observation that we can differentiate the two, and then 
only with a possibility of some doubt. In order to facilitate clinical 
study of polioencephalitis, it will be best to first draught in outline 
the general history of these cases. 

A child in previous good health without any marked prodromal 
symptoms develops fever which may be quite high or may be moder- 
ate in degree. There may be complaint of some headache, there 
may be vomiting. Such a child will continue for twenty-four hours 
to be up and about, and after this initial period it is noted that the 
fever continues as does also the headache, and after a time the 
patient is too sick to be about, complains of tired feeling and goes 
to bed. It is then noted that the sopor deepens, and then the tem- 
perature may subside to the normal or continue a little above the 
normal. In some cases from this time on, the history reads that 
the patient is at times delirious, irrational, complains of headache, 
and resents being disturbed. There is extreme hyperesthesia. 
Some patients complain of pain in the nape of the neck, there is 
marked rigidity and Kernig sign in the lower extremities with signs 
of a mild hydrocephalus (MacEwen). Such patients may have a 
maudlin delirium, lie crouched in bed and refuse to take food. 
Close examination may discover isolated ocular palsy in some cases, 
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and this is the only objective palsy present. In other cases with 
palsy of some of the ocular muscles there is slight facial palsy of 
one or the other side, and in still other cases these palsies may be 
combined with a very mild weakness of one or the other upper 
extremity. After a week or two the patient gradually becomes 
more rational, the sensorium is brighter and they begin to recognize 
objects and talk rationally. If, during the illness, the patient is 
caused to stand, there is noticed a very marked ataxia and vertigo 
with Romberg’s symptom. As convalescence is established the 
ataxia is the last symptom to improve. The hydrocephalus may 
persist, the compromised mental capacities may not return to the 
absolute normal as soon as one would expect. The temperature 
has, during the illness directly following the period of invasion, 
been normal, or in exceptional cases there may have been a rise 
of 2 or 3 degrees with a fall to the normal daily for a week or more. 
As the patients convalesce they are able to sit up, this not having 
been hitherto possible. Speech is more distinct, due to the retro- 
grade of the ataxia. 

This is a rough sketch of the common picture. When recovery 
is established there may remain only a strabismus, or a very mild 
form of ataxia in the gait, an uncertainty as it were. In one or two 
of my cases there was a slight atrophy of the deltoid group of 
muscles. In some cases I have seen optic neuritis such as choked 
disc in the course of the disease, and this also may retrograde; the 
eyesight may be entirely restored. In other cases the eyesight 
which has failed during the illness may progress to absolute blind- 
ness, and this in turn, may slightly improve, as in one of my cases, 
so that after a lapse of months the eyesight may have improved from 
absolute blindness to the ability to distinguish gross large objects. 
In another group I have seen a complete opthalmoplegia with 
dilatation of the pupil of the affected eye. 

I have related enough of the symptomalogy of this form of 
encephalitis or polioencephalitis to show how close the similarity 
to a cerebrospinal meningitis may be, the sudden onset, the high 
fever, the rigidity of the neck, the headache, the Kernig all run 
close to the symptom complex of a meningitis, and yet close study 
will show some differences. There is in polioencephalitis, a short 
preliminary period in which the patient having had a high fever, 
continues to be about. There is also an increasing sopor which 
extends over days; this is quite unlike the onset of a cerebrospinal 
meningitis. In these two points we can sometimes differentiate 
between the two diseases. Here, however, the dissimilarity ceases. 
In a recent outbreak of polioencephalitis in Staten Island these two 
points stood out quite sharply on the clinical canvas, namely, the 
period of a day or so of high fever in which the patients did not 
quite take to bed, and then the period of fever and increasing 
sopor with the addition of all the symptoms of true meningitis. 
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Another set of cases of polioencephalitis is still more perplexing 
inasmuch as they closely simulate another type of meningitis, 
the tuberculous form. A patient having been in previous good 
health will develop fever, some vomiting; the fever may be low, 
102° or 103°, or high, 104° to 105°. The fever continues for a day or 
more and then sopor sets in, the temperature drops to the normal, 
the patient becomes completely unconscious. With this uncon- 
sciousness there is marked hydrocephalus, facial palsy, ocular 
palsy such as strabismus, loss of reflex at the knee, no Kernig, and 
there is a Babinski reflex. There may be a tache. After five to 
seven days of illness the picture is the exact counterpart of a tuber- 
culous case. The patient lies absolutely flaccid; there may be but 
very mild rigidity of the neck, there is Cheyne-Stokes respiration, 
and absence of reaction of mechanical stimuli in the presence of 
a normal or slightly raised temperature. After a few days the 
patient may either succumb, but in many cases may come out of 
the coma, regain consciousness and power in the extremities. Such 
a case I have seen. 

In another form the patient may have had a very short period of 
fever, which may have come on suddenly. Then after a few days 
the temperature falls to the normal, but the patient is noted to be 
stupid, and to act as if in a trance, there is mild hydrocephalus, but 
the sopor is the principal symptom. A bright child is noticed to 
act stupidly, begs to be left alone. There is hyperesthesia. All of 
this, in the face of a normal temperature. Gradually the patient, 
after two or three weeks becomes brighter, takes an interest in 
surroundings, and the ataxia, which in some cases amounts to 
absolute inability to walk, in others to staggering gait with vertigo, 
gradually improves. The similarity of these cases to tuberculous 
meningitis is exceedingly close. ‘There is one very salient point 
of difference. In cases of polioencephalitis, the onset is sudden. 
It is especially noticeable that the children have previously been 
in excellent health when they are attacked within twenty-four or 
forty-eight hours at the most by the disease. In this respect, the 
two maladies are far apart. In tuberculous meningitis the onset is 
gradual, and cases of sudden onset are extremely rare; in fact, I 
have not seen an authentic case in several hundreds of cases. In 
tuberculous meningitis, a state of sopor, in which there is some good 
preservation of intelligence of surroundings, does not last long, 
but will deepen into coma, whereas in polioencephalitis there is a 
diminution of the sopor, and finally, after a week or two, the patient 
is observed to be brighter. 

CasrE I.—L. D., male, aged five years. Has had rachitis, scarlet 
fever, and diphtheria. Three years ago had scarlet fever and diph- 
theria. Tonsils have been removed. 

Family History. Negative. Five weeks before admission to hos- 
pital, was taken with high fever, headache, and prostration. The 
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fever apathy continued for two weeks, during which time the child 
vomited frequently. The fever then ran a lower course and the 
child became somewhat brighter. But the child complained of 
severe headache, vomited occasionally, and was constipated. The 
patient complained of pain in the right eye and right hand. There 
have been no convulsions. The child is quiet but parents think it 
does not sleep. There is sighing respiration. 

Status Praesens. The patient is soporose, although he answers 
questions. There is slight rigidity of the neck, and a tendency to 
yawn. There is some hydrocephalus on the right side. The reflexes 
are exaggerated. The pulse is equal, regular, no paralyses noted 
of any kind. There is slight neck rigidity, tache cerebrale, signs of 
hydrocephalus on both sides, later on abdomen retracted, a con- 
stant tendency to yawn, left internal strabismus, patient stuporous 
but conscious when aroused, no evident paralyses. A lumbar punc- 
ture yielded 30 c.c. of clear fluid under some pressure. A day 
subsequent to admission, the patient was brighter. An examination 
of the fundus oculi revealed some small retinal hemorrhages suggest- 
ing compression of the cerebral retinal arteries, but no choked disk. 

Five days after admission, patient was conscious with the above 
ocular palsy, but interested in surroundings. Some exaggerated 
knee-jerk. On walking, patient shows some tremors. Complains 
of headache, is apathetic, pupils uneven, right larger than the left. 

Four days subsequent, still apathetic and complains of headache. 

A second lumbar puncture, four days after, the above entry 
yielded 40 c.c. of clear fluid under same pressure. 

Two weeks after admission the patient was still apathetic sopo- 
rose with neck rigidity and showed slight flatness of the right side 
of the face. 

Eyes examined by Dr. May, at this time, showed optic nerve 
atrophy, so-called postneurotic atrophy with hemorrhage in the 
retina. The patient was brighter but there was still some neck 
rigidity and signs of hydrocephalus. 

After four weeks the patient was able to be out of bed; there was 
some mental obtuseness; marked signs of hydrocephalus; no blind- 
ness. There was a distinct ataxia or cerebellar gait; mentality con- 
tinues below the normal. The patient was up and about without 
temperature, played with other children. 

Puncture fluid examined shows no bacteria; 100 per cent. lympho- 
cytes, some reaction for sugar and albumin. 

Van Pirquet tuberculin reaction negative. Blood showed 12,000 
leukocytes with a differential count of 51 per cent. of polynuclears 
on admission. On discharge or near that, the count was S000 
leukocytes. 

The temperature was normal after the first twenty-four hours’ 
stay in hospital with the exception of a rise in temperature due to 
an injection of serum of Flexner given as a safeguard should exam- 
ination of the cerebrospinal fluid show meningococci. 
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Discussion. ‘This is a typical case of polioencephalitis resem- 
bling very much a tuberculous form of meningitis. There were slight 
rigidity, stupor, hydrocephalus, and low leukocyte count. The 
history, however, showed an acute onset five weeks before admission 
to the hospital. The puncture fluid also showed fully 100 per cent. 
of lymphocytes, a fact which might very well be linked with tuber- 
culosis. The child was discharged from the hospital, however, 
well with the remains of the encephalitis in the form of hydro- 
cephalus and impaired mentality. The only paralysis during the 
illness was ocular. 

Case II.—J. C., aged seven and one-half years, male, admitted 
December 22, 1908. 

Family History. Negative; no tuberculosis. 

Past History. None of the exanthemata; was perfectly healthy 
before the present illness; no pulmonary symptoms; bowels always 
normal; no urinary symptoms. 

Present History for the Past Two Weeks. The parents have noticed 
that the child has not acted as he did previously, he would cry 
out suddenly and then laugh. Was pale, no fever; no other symp- 
toms until three days ago when he suddenly became stuporous, 
cried out, complained of headache. Since then, stupor has deep- 
ened, almost constantly moaning and crying; no convulsions. 

He has had slight fever; no retraction of head; no photophobia; 
neck was somewhat stiff; no vomiting; bowels have been obsti- 
nately constipated; does not take any nourishment; no twitching 
of the face and the child does not move its right arm as well as its 
left; occasionally cries out at night; grinds his teeth. 

Physical Examination. Fairly well nourished, lies in a stuporous 
condition, head somewhat retracted, patient constantly sighs and 
moans and grinds his teeth, restlessness during examination, seems 
unable to move the left arm and leg, respiration very irregular, 
practically no rigidity of the neck, some MacEwen signs, especially 
on right side, tache present, no Kernig, no hyperesthesia, slight 
photophobia. Mucous membranes normal, no ataxia, no herpes, 
ears negative, eyes, both upper lids somewhat ptosed, pupils equal, 
regular, react to light, eyes have a slight nystagmus-like motion, no 
strabismus, conjunctive somewhat injected, no petechizw, some 
excoriation about the ale nasi; teeth and gums in fairly good con- 
dition; sordes on lips; tongue coated. Posterior cervical and a few 
small axillary glands enlarged. Examination otherwise negative, 
chest fairly well formed, lungs negative, heart normal, action 
somewhat irregular and rapid, no murmurs, abdomen retracted, 
lax, no pain; liver normal, spleen negative. 

Extremities: Right arm somewhat spastic, hand held clinched, 
and as noted above, the child is inclined to move left extremity 
more than the right extremity; knee jerks exaggerated. No 
Babinski, no ankle clonus. 
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tever apathy continued for two weeks, during which time the child 
vomited frequently. The fever then ran a lower course and the 
child became somewhat brighter. But the child complained of 
severe headache, vomited occasionally, and was constipated. The 
patient complained of pain in the right eye and right hand. There 
have been no convulsions. The child is quiet but parents think it 
does not sleep. There is sighing respiration. 

Status Praesens. The patient is soporose, although he answers 
questions. There is slight rigidity of the neck, and a tendency to 
yawn. There is some hydrocephalus on the right side. The reflexes 
are exaggerated. The pulse is equal, regular, no paralyses noted 
of any kind. There is slight neck rigidity, tache cerebrale, signs of 
hydrocephalus on both sides, later on abdomen retracted, a con- 
stant tendency to yawn, left internal strabismus, patient stuporous 
but conscious when aroused, no evident paralyses. A lumbar punc- 
ture yielded 30 c.c. of clear fluid under some pressure. A day 
subsequent to admission, the patient was brighter. An examination 
of the fundus oculi revealed some small retinal hemorrhages suggest- 
ing compression of the cerebral retinal arteries, but no choked disk. 

Five days after admission, patient was conscious with the above 
ocular palsy, but interested in surroundings. Some exaggerated 
knee-jerk. On walking, patient shows some tremors. Complains 
of headache, is apathetic, pupils uneven, right larger than the left. 

Four days subsequent, still apathetic and complains of headache. 

A second lumbar puncture, four days after, the above entry 
yielded 40 c.c. of clear fluid under same pressure. 

Two weeks after admission the patient was still apathetic sopo- 
rose with neck rigidity and showed slight flatness of the right side 
of the face. 

Eyes examined by Dr. May, at this time, showed optic nerve 
atrophy, so-called postneurotic atrophy with hemorrhage in the 
retina. The patient was brighter but there was still some neck 
rigidity and signs of hydrocephalus. 

After four weeks the patient was able to be out of bed; there was 
some mental obtuseness; marked signs of hydrocephalus; no blind- 
ness. There was a distinct ataxia or cerebellar gait; mentality con- 
tinues below the normal. The patient was up and about without 
temperature, played with other children. 

Puncture fluid examined shows no bacteria; 100 per cent. lympho- 
cytes, some reaction for sugar and albumin. 

Van Pirquet tuberculin reaction negative. Blood showed 12,000 
leukocytes with a differential count of 51 per cent. of polynuclears 
on admission. On discharge or near that, the count was 8000 
leukocytes. 

The temperature was normal after the first twenty-four hours’ 
stay in hospital with the exception of a rise in temperature due to 
an injection of serum of Flexner given as a safeguard should exam- 
ination of the cerebrospinal fluid show meningococci. 
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Discussion. This is a typical case of polioencephalitis resem- 
bling very much a tuberculous form of meningitis. There were slight 
rigidity, stupor, hydrocephalus, and low leukocyte count. The 
history, however, showed an acute onset five weeks before admission 
to the hospital. The puncture fluid also showed fully 100 per cent. 
of lymphocytes, a fact which might very well be linked with tuber- 
culosis. The child was discharged from the hospital, however, 
well with the remains of the encephalitis in the form of hydro- 
cephalus and impaired mentality. The only paralysis during the 
illness was ocular. 

Case II.—J. C., aged seven and one-half years, male, admitted 
December 22, 1908. 

Family History. Negative; no tuberculosis. 

Past History. None of the exanthemata; was perfectly healthy 
before the present illness; no pulmonary symptoms; bowels always 
normal; no urinary symptoms. 

Present History for the Past Two Weeks. The parents have noticed 
that the child has not acted as he did previously, he would cry 
out suddenly and then laugh. Was pale, no fever; no other symp- 
toms until three days ago when he suddenly became stuporous, 
cried out, complained of headache. Since then, stupor has deep- 
ened, almost constantly moaning and crying; no convulsions. 

He has had slight fever; no retraction of head; no photophobia; 
neck was somewhat stiff; no vomiting; bowels have been obsti- 
nately constipated; does not take any nourishment; no twitching 
of the face and the child does not move its right arm as well as its 
left; occasionally cries out at night; grinds his teeth. 

Physical Examination. Fairly well nourished, lies in a stuporous 
condition, head somewhat retracted, patient constantly sighs and 
moans and grinds his teeth, restlessness during examination, seems 
unable to move the left arm and leg, respiration very irregular, 
practically no rigidity of the neck, some MacEwen signs, especially 
on right side, tache present, no Kernig, no hyperesthesia, slight 
photophobia. Mucous membranes normal, no ataxia, no herpes, 
“ars negative, eyes, both upper lids somewhat ptosed, pupils equal, 
regular, react to light, eyes have a slight nystagmus-like motion, no 
strabismus, conjunctive somewhat injected, no petechiz, some 
excoriation about the ale nasi; teeth and gums in fairly good con- 
dition; sordes on lips; tongue coated. Posterior cervical and a few 
small axillary glands enlarged. Examination otherwise negative, 
chest fairly well formed, lungs negative, heart normal, action 
somewhat irregular and rapid, no murmurs, abdomen retracted, 
lax, no pain; liver normal, spleen negative. 

Extremities: Right arm somewhat spastic, hand held clinched, 
and as noted above, the child is inclined to move left extremity 
more than the right extremity; knee jerks exaggerated. No 
Babinski, no ankle clonus. 


i,t 
| 
= 
| 
: 
% 


794 KOPLIK: CEREBRAL FORMS OF POLIOMYELITIS 


* 


December 23. Lumbar puncture, 33 c.c. of clear fluid under 
moderate pressure removed; tuberculin cutaneous reaction negative. 
White blood cells, 10,000; 64 per cent. polynuclears. 

December 24. General condition somewhat better, less irritable, 
lies in semistuporous condition, eyes slightly rotated to the left, 
no rigidity of neck, no Kernig. Second tuberculin reaction negative. 

December 25. Examination of the eyes negative. 

December 27. General condition fair; still irritable; does not 
speak; rigidity of the neck; no MacEwen; pupils equal; knee-jerks 
exaggerated; pseudo-ankle-clonus on the right side; left tendon 
reflexes increased; physical condition the same. 

December 28. Lumbar puncture; 20 c.c. of clear fluid removed. 

January 1. The patient for the last few days has periods of 
stupor and maudlin delirium, in which he cries in a low tone; does 
not answer questions; does not seem conscious of his surroundings. 
No paralysis of extremities, with the exception of the right upper 
extremity, which seems to be weaker than its fellow; patient turns 
his head from side to side constantly; does not take nourishment; 
no signs of nuclear involvement in the shape of paresis or paralysis 

January 2. Tuberculin reaction negative, general condition much 
improved; very noisy and delirious most of the day; had a hot bath 
and then became brighter; seemed to see and hear when spoken to, 
but does not speak, he motions with his hands. Very noisy last 
night; takes nourishment better. Lungs and eyes negative; no 
paralysis; moves the left arm more than the right; knee-jerks 
exaggerated. 

January 6. Patient, this morning, is conscious, sits up in bed; 
has a meaningless smile; when he talks, speech is indistinct; has 
a nasal timbre. Patient does anything he is told to do; has marked 
loss of power in upper and lower extremities; has a Romberg, when 
he stands or walks he staggers; his arm, fingers taking on position of 
athetosis; has no paralysis or paresis of facial muscles; expression 
of eyes rather vacant, but is conscious and brighter. 

January 9. Patient much quieter and brighter; has at times an 
idiotic smile; speech somewhat indistinct, and has a nasal tone; 
slight flatness of right side of face; tongue deviates slightly to the 
right; pupils central—react to light; right grip not as strong as 
left; no apparent atrophy; uses arm fairly well; the right leg is 
quite as strong as the left; knee-jerks active, otherwise negative. 

January 16. Discharged well, no paralysis, bright, speech still 
somewhat nasal. 

During the whole illness the temperature the first week, from 
December 21 to 28 ranged from 984 to 994 in rectum. After that, 
remained normal for four weeks, when he was discharged. 

The urine was examined three times during the stay in hospital, 
negative. The lumbar puncture fluid examined twice. 
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January 2. The first fluid report: Cytology, 100 per cent.; 
lymphocytes; bacteriology negative; found traces of albumin. The 
second specimen, 50 c.c. report of sugar reduction, 95 per cent. 
lymphocytes, mononuclears; no bacteria. Pathologist thinks it : 
has more the character of a transudate than an exudate. 

Discussion. In this case there is an imperfect previous history 
in that no sudden onset with fever was obtained, but there was a 
period of two weeks of mental irregularities, slight fever, and increas- 
ing sopor. The patient on admission to the hospital was unconscious 
and delirious. This delirium was of a distinctly maudlin variety 
and cleared up completely, leaving a bright intellect. There was, 
on admission also rigidity of the neck, vomiting and headache. 
There was no real paralysis nor strabismus. The reflexes were 
increased. ‘There were signs of internal hydrocephalus. In this 
‘ase there was a distinct marked leukocytosis; 30,000 with a poly- 
nuclear count of 88 per cent. The puncture fluid also showed a 
lymphocytosis of 100 per cent. and 95 per cent., sterile to culture; 
some albumin and sugar. There was, during the course of the affec- 
tion, slight flatness of one side of the face, some slight deviation of 
the tongue, and a nasal timbre to the voice, the latter persisted : 
until his discharge. 

Case III.—J. H., aged four and one-half years, admitted to the 
service, March 2, 1909. 

Family History. No tuberculosis; the stepmother has a cough 
and hematemesis and sees the child frequently. 

Previous History. No measles, scarlet fever, pertussis or diph- 
theria; at the age of six months had pneumonia for five days. 
The present illness began five weeks ago, with occasional vomiting 
which increased in frequency until the child vomited after each 
meal. No vomiting in the past two weeks. At that time, the child 
complained of headache and pain in the abdomen, and has com- 
plained of headache up to the present time; had marked cough for 
a short time two weeks ago. ‘Two weeks ago began to be drowsy and 
slept a good deal of the day. Was conscious and recognized mother, 
and asked for food, and played with her toys until five days ago, 
when she developed rigidity of the neck. For the past five days, 
child seemed to be brighter and remained in bed, up to that time 
was up and about; she does not seem to see well, no fever or paralyses; ¥ 
the bowels constipated; history of low temperature; no high febrile ; 
movement. 

Physical Examination by House Physician. General condition 
poor, though fairly well nourished; marked rigidity of neck with : 
MacEwen, no Kernig; tache cerebrale present; patient lies in a 
stuporous condition; cannot be roused; makes motions with the 
hands; does not talk; no hyperacusis; no photophobia; somewhat 
irritable when disturbed; no eruption on the skin; the ears are 
negative. 
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Eyes. Left pupil larger than the right; they react to light; 
conjunctive negative; left internal strasbismus. No facial para- 
lysis; teeth and gums in fair condition; tongue coated, moist; 
throat slightly red; larynx, trachea, and thyroid negative. A few 
axillary glands to be felt, chest fairly well formed, otherwise nega- 
tive; heart negative; abdomen negative, liver also; spleen not felt; 
genitals negative, with slight discharge; no edema of the extremities; 
knee-jerks exaggerated; there is ankle clonus on both sides; there 
is Babinski on left side; no paralyses. 

Synopsis. Stupor, irritability, rigidity, MacEwen, tache, ankle- 
clonus, Babinski, exaggerated kneejerks, left internal strabismus. 

March 3. Lumbar puncture, 30 c.c. of clear fluid containing 
floculi was removed. Blood examination: Leukocytes, 30,000; 
polynuclears, 88 per cent. Fundus of the eyes examined, negative. 

March 5. General condition about the same, patient is in bed, 
stuporous, but can be roused and then is irritable, moderate retrac- 
tion of head; marked rigidity of neck; MacEwen; slight Kernig, 
tache present; slight weakness of the left external rectus; no paralyses 
or paresis; does not void urine; must be catheterized. Respiration 
cerebral; no clonus; no Babinski. 

March 7. Patient is irritable when disturbed, quiet when left 
alone; has a Kernig; rigidity of neck; Babinski; no MacEwen; cries 
out. Lumbar puncture, 33 c.c. of clear fluid obtained; contained 
flocculi. 

March 10. Patient is conscious, irritable, and disposed to cry. 
Sits up in bed when not watched, notices everything around the 
bed. Slight Kernig with Babinski, especially on right side; rigidity 
of the neck; takes nourishment; fundus of the eye normal. 

March 12. This a.M., is noisy; has distinct retraction of head; 
rigidity; Kernig; Babinski; opisthotonos; no paralysis of the facial 
muscles; takes nourishment fairly well; is conscious; pulse slow and 
regular. White blood cells, 12,200; polynuclears, 71 per cent. 

March 14. Patient is more conscious, sits up in bed; no para- 
lysis; there is slight rigidity of neck; slight Kernig; no MacEwen; 
chest and abdomen negative; takes nourishment quite well. Tuber- 
culin reaction negative. 

March 15. Improvement continues; patient sits up and notices 
objects; is less irritable; today, has slight internal strabismus on 
the left side. 

Patient’s general condition is good; patient is more conscious, 
more or less aware of surroundings; no rigidity; no Kernig; slight 
MacEwen on left side, no paralyses of limbs. Weakness of the 
left internal rectus. 

March 17. Patient examined today with reference to paralysis; 
none of the face and extremities found. Strabismus still noted. 

March 28. Patient has been up and about the last week, has 
only a left internal strabismus left. Discharged. 
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During her stay in the hospital the temperature ranged from 98° 
to 1004° in rectum during the first week, and then fell to normal. 
Pulse and respiration ranged from: respiration, 20 to 30; pulse, 90 
to 136; the latter during the fever. When she was up and about 
the patient’s pulse and respiration were 80 and 24 respectively. 

The night nurse notes that during patient’s illness, the first week, 
patient slept fairly well, but cried out at night, restless at times, it 
was necessary to catheterize patient, but after March 6, patient 
though restless, slept fairly well without any delirium. The urine 
examined during stay in hospital was negative. 

The cerebrospinal fluid examined was negative on first puncture 
to bacteria; there was a slight amount of albumin present and some 
sugar. 

The second lumbar puncture, March 10, gave a cytology of 
mononuclears 98 per cent., with no bacteria to culture or to spread; 
there was some albumin, 2 milligrams and no sugar. 

Discussion. I saw this case in consultation: The onset was 
more or less acute. ‘The subsequent history resembled a tuberculous 
meningitis, and the diagnosis was placed as a probable instance 
of this disease. In the hospital the symptoms cleared up, so that 
the patient who was exceedingly bright was up and about after 
two weeks. It is to be noted after discharge that, though the 
patient’s eyesight was good she returned in a month with a history 
of blindness of sudden onset. This after a while, cleared up so that 
the patient could discern objects clearly. The fundus showed an 
optic atrophy. In the course of the affection there was a blood 
leukocytosis of 30,000 with a polynuclear count of 88 per cent. 
The fluids obtained by lumbar puncture gave a lymphocytotic 
cytology of 98 per cent., some albumin, no sugar. The urine was 
negative, as also the lungs. Repeated von Pirquet skin tuberculin 
test was negative, and the temperature for the stay in the hospital 
did not exceed the normal after the first week. ‘This case so closely 
resembled a tuberculous meningitis that a differential diagnosis 
without prolonged observation seemed impossible. 

Case lV. 38. F., schoolgirl, aged eleven years, admitted February 
8, 1909 to the hospital. 

Family History. Seven other children living and well. No 
history of tuberculosis. 

Previous History. Measles, no scarlet fever, no pertussis, no 
diphtheria, occasionally sore throat; no rheumatism; no pneumonia; 
no other complaint. 

Ten days ago was taken ill and was in bed with high fever, vomit- 
ing, headache, and malaise, then patient was up and about, com- 
plaining of occasionally headache until yesterday. 

Present Illness. The day before admission she had severe head- 
ache, and began to vomit, this continued until this morning, 
when she had general convulsions, she had a severe convulsion and 
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had passed into a state of unconsciousness with some fever. The 
convusions were repeated and back and neck became rigid, the 
bowels were constipated, there was no cough or vomiting on day 
of admission to hospital. 

Physical Examination. By house physician: General condition, 
fair; patient well nourished; slight soporous condition; continues to 
lie on the left side; irritable; there is moderate rigidity of the 
neck. Marked MacEwen; slight Kernig; tache cerebrale. Patient 
can be aroused from soporous condition; does not seem to be con- 
scious but simply moans and cries; respiration somewhat irregu- 
lar; cheeks flushed; puts hands to head at times; twitching; no 
retraction of the head. The skin shows some flea-bites “tache 
bleuatre,” no petechiz; ears and mastoid negative; pupils regular; 
central easily dilated; conjunctive injected; no paralyses; there are 
sordes in mouth; teeth and gums in good condition; tongue is 
coated and moist; throat shows muco-pus; no facial paralysis; 
thyroids and spine negative; few small axillary and inguinal glands 
to be felt; chest negative, somewhat sunken; abdomen retracted; 
liver, spleen, genitals negative. Extremities: slight edema over the 
tibiz, knee-jerks not obtained, no Babinski, no paralyses. 

Synopsis. Stupor, MacEwen, Kernig, rigidity of the neck, tache 
cerebrale. 

February 9. Lumbar puncture, 35 cm. cf clear fluid removed 
under great pressure, and 30 cm. of Flexner serum injected as a 
precaution should meningococcus be present on examination. 
White blood cells, 72,000; polynuclears, 79 per cent. ; Cutaneous 
tuberculin reaction, negative. 

February 10. Patient lies in a crouched position; is irritable 
when disturbed; cries out and is exceedingly hyperesthetic; retrac- 
tion of head; rigidity; Kernig, as yesterday; arms and extremities; 
some edema still present today, patients has ordinary redness of 
fauces; chest negative; patient does not take nourishment. 

February 11. Has a general erythematous rash (serum); patient 
lies in same position as yesterday, general condition about the 
same; delirious when disturbed; rigidity and Kernig still present. 
Today, the nurse reports she sat up and took notice of things. 

February 12. Patient much improved, opens her eyes and seems 
to notice objects; is much clearer and does not resist quite so 
much. There is still very marked Kernig and very marked rigidity 
of the neck and retraction of head; there is mydriasis when head is 
flexed, slight strabismus on left side. 

February 13. When patient was admitted the urine was of a 
distinctly brownish tint, today it is clear but distinctly colored. 
{stimate of urine very difficult on account of the involuntary 
discharges. Patient when left alone very quiet, when interfered 
with still resists, does not answer questions. Patient seems to be 
more conscious, but apparently deaf; no paralyses; Kernig still 
present. 
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White blood cells; 12,000; polynuclears, 83 per cent.; fundus of 
the eyes normal. 

February 14. Patient last night sat up, was quite logical but 
apparently deaf; when any one approaches her the patient is 
frightened, but much more rational than yesterday; no edema 
of the tibiz. There is Kernig; rigidity of neck; no MacEwen, excre- 
tions involuntary. 

February 15. Patient hears; more rational; has right external 
strabismus, this was noted yesterday; rigidity of neck still present, 
as also Kernig; has normal reflexes on both sides; some edema of 
the tibie. 

February 16. Patient improved, more rational; Kernig and 
rigidity still present; the urine is normal. 

February 17. Patient sits up; quite rational; external strabismus 
of the right eye unchanged; Kernig still present; headache yester- 
day, none today. 

February 19. Continues to improve; no apparent paralyses of 
the extremities; no paralysis of facial muscles. 

February 22. Complains of lack of power of left hand, right 
grasp is little stronger; no limitation of motion of upper extremities 
no apparent atrophy. 

February 24. Slight limp in left leg; knee-jerks on left side 
diminished. 

February 25. Patient looks bright; feels well; slight Kernig; 
slight weakness of left upper extremity. 

March 2. Patient examined today, appears bright and normal; 
slight loss of power in left hand; no atrophy of muscles visible in 
upper and lower extremities; no loss of power; no Kernig; no 
Babinski; no ocular or facial paralyses. Patient has loss of power 
in left arm, but more apparent than real. 

The temperature of patient from admission, February 8 to Febru- 
ary 14, ranged from 104°, gradually fell on February 14 to 100°; 
respiration pretty regular from 22 to 32; pulse from 90 to 120. 
The following days temperature, pulse, and respiration were normal. 

The night nurse reports that on admission and on days after 
the child was particularly noisy at night at intervals. During the 
day, was quite comfortable. The urination was almost always 
involuntary. She refused nourishment, was constipated up to 
February 12, after which time she slept at night and was quiet. 
The puncture fluid was reported as practically normal; there was 
sugar present, also traces of albumin; cytological examination 
showed a few mononuclear cells. Wassermann was negative. The 
urine was catheterized, and, with the exception of a few bacterial 
cells, was sterile. 

Examination of Urine. February 11. Hyaline and granular 
casts, and some blood and pus. 

February 12. About the same, blood, pus, and casts. 
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February 14. A few granular casts. 

February 15. No casts and no blood, and negative after that 
time with the exception of a few leukocytes. 

Discussion. In this case the onset was acute, there then was 
a remission in symptoms and then the patient took to bed after a 
week with all the symptoms of a meningitic attack; in fact, when 
seen in consultation, a cerebrospinal meningitis was suspected, 
and a puncture was made with that diagnosis in view, but the fluid 
obtained was clear and nothing found but a lymphocytic cytology. 
There was a high leukocyte count of the blood, including an excess 
of polynuclear cells. The illness ran the course of an acute menin- 
gitis. The find in the urine corresponds to that found by Wickman 
in one of his cases, inasmuch as the urine cleared up completely, 
it must be surmised that the nephritis was only part of a general 
infection. The patient fully recovered with a strabismus due to 
ocular palsy remaining with slight weakness in the left upper extrem- 
ity. This, I think, is a case of acute polioencephalitis with a men- 
ingetic onset, its course closely simulating cerebrospinal meningitis 
of the epidemic type. The patient was not discharged until she had 
absolutely recovered. 

Case V.—Female, aged five years. Admitted October 14, 1909. 

Family History. Father suffering from pulmonary tuberculosis. 
Mother and nine other children healthy. 

Previous History. Full term; no instruments. History of measles 
at two and one-half years, no complications. Whooping cough 
just previous to measles. Has had a dry moderate cough since 
having measles up to one year ago. No convulsions; no ear symp- 
toms; bowels regular; urination normal. About sixteen months 
before admission, patient was operated for acute appendicitis. 
Ill five weeks. Healthy since, until present illness. 

Present illness began four days ago when mother noticed that 
child became drowsy, lost interest in surroundings and developed 
moderate fever. On day after onset, child vomited for the first 
time. Vomitus consisted at first of undigested food, later of small 
amounts of bile stained fluid, accompanied by much retching. Has 
been vomiting since, chiefly after taking of food. 

Since onset, bowels are obstinately costive. No marked abdom- 
inal distention, no blood or mucus in stool. Drowsiness has 
become intensified, child starts in her sleep with a shriek. Sighs 
considerably. Day before admission, child complained of pain in 
back of neck, developed some rigidity and has become delirious 
and irrational. No convulsions; no palsies; slight dry cough; no 
dyspnea. Marked prostration; drowsy; responds when disturbed; 
is irrational and delirious. Respiration irregular, no head retraction; 
neck is rigid. General hyperesthesia, MacEwen present, especially 
on left side; marked photophobia. 

Eyes, ears, and mastoids, are normal. 
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Skin, scar of operation; tache cerebrale present; scattered papular 
spots. 

Lymph nodes, few small left axillary. 

Tongue, dry and coated. Throat, teeth, and gums good condition. 
Chest well formed; lungs clear; heart borders normal; action regular, 
rapid, poor force, sounds clear, no murmurs. 

Pulses, equal, regular, rapid, small. 

Liver and spleen, not enlarged. Abdomen lax, reflexes present. 

Extremities, Kernig’s present, held somewhat stiffly. Slight 
Kernig on left side; left Babinski at times. 

Synopsis. Fever, drowsiness, delirium, hyperesthesia, rigidity 
of neck, MacEwen, left Kernig. 

Blood Count. White blood corpuscles, 21,000; polynuclears, 61 
per cent.; small lymphocytes, 28 per cent.; large lymphocytes, 11 
per cent. 

October 15. Lumbar puncture, 24 ¢.c. clear, colorless fluid under 
increased tension withdrawn. 

October 16. This A.M., is semi-conscious, rouses when talked to; 
athetosis in hand, dry-coated tongue; talks with lisp; slight flatness 
of left side of face; Kernig on both sides; marked rigidity and ten- 
derness of neck; slight MacEwen on left side. 

October 17. Lungs negative; paresis left side of face more 
marked; marked rigidity of neck; marked Kernig on both sides 
Fundus examination of eyes negative. Patient semi-conscious. 
Von Pirquet positive. 

October 18. More conscious; Kernig left facial; MacEwen very 
slight on left side, slight internal rotation of left eye; marked neck 
rigidity. 

October 23. Von Pirquet still evident; Kernig; left facial flat- 
ness; bromide eruption on legs. Can sit up; rigidity at neck almost 
gone; tongue moist; MacEwen not elicited. 

October 25. Sitting up; left side of face still slightly flat; neck 
supple; Kernig 30° on both sides. 

Urine. October 24. Amber, acid; specific gravity, 12; albumin 
0; few white blood corpuscles. 

November 4. Amber, acid; specific gravity, 24; albumin 0; few 
white blood corpuscles. 

October 15. Cerebropsinal fluid—cytology lymphocytes, 100 
per cent. Negative for bacteria; no growth; no tuberculosis. 
Albumin, } mm.; sugar reducing substance present. Widal nega- 
tive, 1 to 20, 1 to 50, also on October 18. 

October 14. Temperature 104.2° on admission, dropped to 100.8° 
on following day, and on October 16 reached 99°; slight rises to 
100° since. Pulse 116 on admission, respiration 28. Weight 45} 
pounds. 

Discussion. This patient, five years of age, was attacked more 
or less acutely with high fever and vomiting, passed into a condition 
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of sopor which became intensified after a few days. There was the 
picture of meningitis with fever, drowsiness, delirium, apathy, vom- 
iting, constipation, pain in neck and rigidity of the neck. What 
was especially disquieting, was a positive Von Pirquet cutaneous 
reaction to tuberculin, which misled into the diagnosis of tuber- 
culous meningitis. ‘The subsequent complete recovery disproved 
this, leaving us to infer a latent glandular tuberculosis. The fluid 
obtained by lumbar puncture showed nothing more than a marked 
lymphocytosis. 

The recovery in this case was complete, there being left only a 
slight facial flatness, no real paralysis. The temperature after 
the first day after admission to the hospital was normal. The urine 
was normal; the fundus oculi was normal. 

Case VI.—This case resembles a case I saw recently in consul- 
tation, a girl, aged thirteen years. The case was seen by several 
physicians, all being quite positive in the diagnosis of tuberculous 
meningitis. This girl, like the case I am to depict has recovered 
with the exception that she did not, as this case, yield positive 
tuberculin skin reaction. 

This case was a boy, aged four years, admitted to my hospital 
service. Had had measles, scarlet fever, and diphtheria. 

Present illness began three weeks ago with an attack of fever and 
vomiting, headache following this, the boy became drowsy, did not 
notice and was soporous and stupid. The condition of drowsiness 
became more and more marked, and in this condition he was brought 
to the physician. The patient was well nourished, had some slight 
hydrocephalus, staggered when upright, swayed especially to the 
left when he walked and threatened to fall. The patient was in a 
trance-like state and sat up in bed staring ahead; slept well. The 
examination of the fundus oculi was negative. 

The patient’s urine at first contained acetone, diacetic acid, and 
a trace of sugar. These disappeared in the first two days of the 
hospital stay. After three weeks of illness the above symptoms 
cleared and the patient was well. There was from the first, a posi- 
tive tuberculin skin reaction (Von Pirquet). No lumbar puncture 
was made. This case differs from that of the girl I just mentioned, 
inasmuch as the latter had no tuberculin reaction, was unable to 
sit up or stand without experiencing marked vertigo. The girl 
was extremely hyperesthetic, whereas this symptom was absent in 
the boy. 

I have thus described a condition which is of great interest. 
It is apt and is constantly mistaken for meningitis of the cerebro- 
spinal acute suppurative or subacute tuberculous form. The onset 
of the illness is acute; it begins with a previous history of absolute 
health. After the acute symptoms set in, there may be in some cases 
an abatement and then a recurrence of symptoms of a cerebral 
nature, which gradually deepen. If the case is one resembling an 


i 
Tr 
q 
| 
— 
ay 
| 
fi 
| § 
itt 
! 
‘id 
| 
| 


VON EBERTS: ABSCESS OF THE LIVER AND TYPHOID FEVER S03 


acute meningitis, the symptoms are more active with neck rigidity, 
pain in the neck, headache, and delirium. If the case resembles 
the tuberculous forms of meningitis, the patient lies more quiet. 
Exhibits palsies of the cranial nerves, and may even have marked 
hydrocephalus with distinct Cheyne-Stokes respiration and uncon- 
sciousness. In both sets of cases the delirium, sopor, or coma 
lightens the patients after a week or more of illness becoming 
brighter, and recovery proceeds. Lumbar puncture in all the cases 
reveals a clear or slightly flocculent fluid, without bacteria, and a 
cytology of 90 per cent. to 100 per cent. lymphocytes. An examina- 
tion of the blood shows a leukocytosis at first of pronounced degree 
of polynuclear type. 

The onset of the disease may be ushered in by fever, which 
rapidly subsides to within a fraction of a degree of the normal and 
the major part of the illness runs its course with this temperature, 
which is practically normal. The diagnosis is made from the points 
of clinical course laid down in this paper. The prognosis is for the 
most part good, except in those cases which involve the nuclei of 
the nerves controlling respiration. In such cases the outlook is 
that of an acute bulbar paralysis where the extent of the lesion will 
decide the fate of the case. The main point is to have in mind the 
great similarity of a certain set of these cases to those of tuberculous 
meningitis, and the absolute futility of a positive diagnosis without 
study of the case, lumbar puncture and all the clinical aids at our 
command, 


ABSCESS OF THE LIVER OCCURRING IN ASSOCIATION WITH 
OR FOLLOWING TYPHOID FEVER. 


By EpmMonp M. von Eserts, M.D., M.R.C.S. (ENG.), 


SURGEON TO THE OUT-PATIENT DEPARTMENT OF THE MONTREAL GENERAL HOSPITAI 


THE occurrence of suppurative processes in the liver during 
the course of or following typhoid fever has been recognized since 
the time of Louis. In recent years papers by Romberg, Osler, 
Sheldon, and Cassuto, and at the beginning of the present vear 
an exhaustive study of the subject by Melchior of Breslau, have 
appeared. 

Abscess of the liver occurring in association with or following 
typhoid fever may be either multiple or solitary. Romberg in 
1890 ascribed the formation of these liver abscesses to the follow- 
ing causes: (1) Typhoid ulceration of the gall passages proceeding 
to suppuration; (2) suppurative pylephlebitis in association with 
typhoid fever; (3) pyemic infection from some other point in the 
body. This classification of the precursory lesions of abscess 
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of the liver, though stil’ generally adhered to, is too restricted. 
Abscess formation may occur at the site of focal necrosis, infare- 
tion, or injury, or in association with preéxisting disease, or possibly 
from undetermined causes. 

Of these suppurative lesions solitary abscess has come to be 
considered an important clinical type, as in such cases only may 
surgical treatment be undertaken with prospects of success. It 
is with this type of abscess that I wish to deal. 

The general résumé here submitted is founded upon a critical 
examination of the reports of 30 cases. These cases are divided 
into two groups, the first including those in which the presence 
of Bacillus typhosus as an etiological factor was confirmed by 
bacteriological examination—the second, those cases in which 
abscess occurred in association with or following typhoid infection, 
but in which Bacillus typhosus was not isolated. 

INCIDENCE OF ABSCESS OF THE LIVER OCCURRING IN AsSOCIA- 
TION WITH OR FoLLOwING Fever. ‘There are no 
satisfactory data upon this point. The statistics available include 
vases of suppuration in the liver secondary to typhoid infections 
of the gall passages and the portal system, in which two conditions, 
as one would expect, multiple foci of suppuration are almost invari- 
ably found postmortem. In Hélscher’s statistics of autopsies 
made at the Pathological Institute of Munich on 2000 fatal cases 
of typhoid fever, 12 cases of liver abscess are included. Romberg 
collected 677 cases of typhoid with 88 deaths, among which there 
was 1 case of liver abscess; Dopfer—927 cases, with 10 cases of 
abscess of the liver. ‘There is also the interesting report from New 
Caledonia by Legrand of the occurrence of 6 cases of abscess of 
the liver in 133 consecutive cases of typhoid fever. 

Acre anv Sex. In ‘the collected cases the age varied between 
five and forty-three years. ‘There were in the first decade 4 cases; 
in the second, 2; in the third, 19; in the fourth, 4; and in the fifth, 
1. There were 22 males and 8 females. 

PREDISPOSING Factors. (a) Virulence of the primary infection. 
Solitary abscess is generally the sequel of a mild type of infection. 
This may possibly be partially explained on the basis of the develop- 


ment in such cases of an incomplete immunity. Of the severe 
TABLE I. 

Severe cases: Nos. VI, VIII, XI,XIV,XXVI,XXVIII . . . 6 

Moderately severe: Nos. ........ « 3 
Mild: Nos. I, III, VII, IX, XII, XIII, XV, XVI, XVII, XVIII, XXVII, 

Not classified: Nos. X, XIX, XX, XXI, XXII, XXIII, XXIV,XXV .. = 8 

30 


infections Cases VI, VIII, XXVI, and XXVIII were characterized 
by intestinal hemorrhages. In Case VIII there occurred also 
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thrombosis of the vena saphena parva, ind in Case XXVIII the 
onset of the illness was marked by vomiting and complicated by 
the presence of pleuritis. In Case XI severe diarrhoea occurred 
during the course of the illness. Vomiting and abdominal pain 
were the initial symptoms of the primary infection in Case XIV. 
In the moderately severe cases no complications occurred previous 
to the onset of the symptoms of liver abscess. ‘The same remark 
applies to the unclassified group of 8 cases. In this group, however, 
the case reports with the exception of Case X are completely lack- 
ing in detail. Of the mild infections the symptoms of abscess 
in Case III followed a relapse; in Case VII the-infection was of 
the ambulatory type. In Case XII numerous subcutaneous 
abscesses developed concurrently with the involvement of the 
liver; all of these, however, underwent spontaneous resolution. 

(b) Traumatism. ‘The case of Sennert (VIL), in which a typhoid 
infection following injury led to suppuration in an involuting 
hematoma of the liver, establishes the possible role of traumatism. 

(c) Preéxisting disease of the liver may determine the occurrence 
of typhoid abscess formation. ‘The case of Hiihn and Joanovic 
(V) of secondary infection of an echinococcus cyst of the liver 
by bacillus typhosus is cited in detail. The case of Caton and 
Thomas (XXVII) is presumably of the same nature. 


TABLE II. 

New Caledonia, Java, Ile Nou: Cases XV, XVI, XVII, XIX, XX, XXI, 

XXII, XXIII, XXIV > 9 
North Afriea: Cases II, XIII 2 
China: Cases IV, XXIX 2 
Southern States: Cases XXVI, XXVIII - ‘ ‘ = 2 
Northern Europe, Northern States and Canada: Cases I, III, V, VI, VII, 


(d) Climate. There appears to be no ground for considering 
climate a predisposing factor. While it is true that of the 30 cases 
reviewed, 15 occurred in tropical or subtropical lands, in only 
3 of these cases (II, IV, XXVIII), are the bacteriological reports 
adequate. In Wendel’s case (XXIX), cultures were negative, 
but it is stated that amoebic infection cannot be excluded. In 
the remaining 11 cases no bacteriological reports are given. Of 
the 13 cases reported from Africa, China, and the Antipodes, 10 
were in soldiers, who are more than other individuals exposed 
to typhoid and amoebic infection. In the 15 cases reported from 
Northern lands bacteriological reports are lacking in only 5 instances, 
all of which occurred prior to 1888. In the remaining 10 cases 
the typhoid bacillus was identified in 9 instances and the colon 
bacillus in 1. 

While the above analysis would seem to exclude the influence 
of climate as an exciting factor, the possibility of a double infection 
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should be borne in mind, especially in districts where amoebic 
dysentery is prevalent. A case reported by Wendel may be cited 
in illustration: An adult male was admitted to the Military 
Hospital at Shanghai, June 10, 1902, suffering from a moderately 
severe typhoid infection. During convalescence the patient deve- 
loped dysentery. In August he had pain in the region of 
the liver radiating to the right shoulder; dulness and a pleuritic 
friction were present at the right base; there was an evening rise 
of temperature. August 8, exploratory puncture in the right 
axillary line withdrew pus. ‘This procedure was followed by 
the transpleural evacuation of an abscess the size of a goose egg, 
situated in the dome of the liver. No bacteriological examination 
of the discharges was made. The patient recovered. 

In Cases IV and XXIX a double infection is not excluded. 

Open typhoid lesions of the bowel may predispose to secondary 
amoebic infection and indirectly to amoebic abscess of the liver 
in the presence of or without the existence of typhoid lesions, such 
as focal necroses, in that organ. How far in double infections 
the presence of bacillus typhosus promotes the growth of amoebze 
is an interesting speculation in the light of the cultural experiments 
of Musgrave and Clegg. 

Even in Northern latitudes typhoid and ameebic infections 
may co-exist. Within the past year an instance of fatal amoebic 
infection of the liver occurring in an individual who had never 
been outside of Canada has been reported from the Province of 
Quebec. 

FEVER-FREE INTERVAL. A perusal of the cases here reviewed 
yields the fact that in 7 instances no fever-free interval occurred. 
In 13 cases there was a definite afebrile period varying from two 
days to one year, while in 6 cases symptoms of abscess are stated 
to have appeared “during convalescence.” In the reports of 4 
cases no reference to an afebrile period is made. For details one 
should refer to the following table: 


III. 
No interval: Cases I, IJ, II], IX, XIII, XXVIII, XXX . 7 
Fever-free interval of 2 days, Case XII 


6 days, Case VIII 
14 days, Cases V, X, XVIII, XXIV 
18 days, Case XXIX 
19 days, Case XXVII 
21 days, Case XV 
27 days, Case IV 
1 month, Case XXIII 
3 months, Case XXVI 
1 year, = 13 
‘*During convalescence:” Cases XVI, XVII, XIX, XX, XXI, XXII. 6 
No reference to fever-free interval: Cases VI, VII, XI, XIV... 4 
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The time of onset of the symptoms of abscess in relation to that 
of the primary infection is set forth in the following table, the time 
being stated in the “week” of the disease—the “day” also being 
given in those cases in which the onset of the complication was 
unusually early: 


TABLE IV. 
Second week: Case XIII (thirteenth day); XXVIII (eighth day) 2 
Third week: Case XXX (nineteenth day) . 
Fourth week: Case IX (day uncertain); XVIII (twenty-eighth day 2 


Fifth week: Case I (thirtieth day); VI (day uncertain); VII (day uncertain); 

XII (thirty-second day) 4 
Seventh week: Cases XV, XVII, XXVII, XXIX 4 
Eighth week: Cases 3 
Ninth week: Cases IV, VIII 2 
Three months: Cases XI, XXVI 2 
One year: Case XXV... 1 
Not computed: Cases X, XIV, XXIII, XXIV ys 4 
During convalescence: Cases XVI, XIX, XX, XXI, XXII = § 


30 


Those individuals in whom liver abscess develops after a pro- 
longed post-typhoid afebrile interval may possibly be typhoid 
carriers. 

GENERAL SYMPTOMATOLOGY. ‘lhe most characteristic symptoms 
of onset were pain in the right hypochondrium or epigastric region, 
temperature of a septic type, and either enlargement of the liver or 
the detection of a mass in association therewith. 

Enlargement of the liver was noted to be present in 22 cases; 
was obscured by the presence of adhesions in one instance; and 
in 7 cases (including 6 reported by Legrand) details are lacking 
but from the postmortem findings enlargement may be assumed 
to have been present. Pain as an initial symptom is stated to have 
been absent in only 3 cases; in 2 of these (I and III), the patients 
were only five years of age, and in the third (XXVII) suppuration 
took place in a preéxisting lesion, possibly an echinococcus cyst. 
This absence of pain in children may be accounted for by the 
greater distensibility of the tissues, especially the overlying thoracic 
structures. Initial vomiting occurred only five times. In 1 case 
nausea was noted. Chills were noted in 8 instances, and chilly 
sensations in 2. Chills are definitely stated to have been absent 
in 2 cases. ‘This symptom is considered more fully later. Jaundice 
is usually absent, having been present in a well-marked form in 
only 4 cases of the series. 

Thus, of the symptoms of onset, enlargement of the liver is 
undoubtedly the most constant and the most characteristic. ‘The 
increase in the area of liver dulness may be upward when the lesion 
is situated in the dome of the liver, or downward when the left 
lobe is involved or the focus of suppuration is situated toward 
the anterior surface. Enlargement may be confined to one lobe. 
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In the case,of McCrae and Mitchell there’was made out an indefi- 
nite mass associated with the liver. ‘The formation of adhesions, 
as in Case XIII, may obscure the physical signs of enlargement. 
Suppuration beneath the capsule of the liver, leading to local peri- 
tonitis or perihepatic abscess, gives rise to more marked pain than 
deep-seated lesions, and is associated with rigidity and muscular 
spasm. Where the lesion is situated in the dome, extension of 
the range of liver dulness may be entirely upward; more often, 
however, it is in both directions. ‘These cases are not infrequently 
associated with the formation of pleural effusion, either serous 
or purulent; more rarely rupture into the pleural cavity occurs. 
Position of the abscess. 


TABLE V. 

Right lobe: Cases II, IV, VII, VIII, IX, XIV, XV, XVI, XVIII, XX, XXI, 
XXIII, XXVI, XXVIII, XXIX, XXX 16 
Left lobe: Cases I, III, XIII, XIX 4 
Whole liver: Cases XVII, XXII, XXIV. 
Not definitely reported: Cases V,VI,X,XI,XII,XXVII_. 6 
30 


Secondary perihepatic collections of pus were present in Cases 
VIII and XXVIII. In Case IX there was a general peritonitis 
and free communication between the abscess and the abdominal 
‘avity. In these 3 cases the presence of muscular spasm attested 
to the peritoneal involvement. 


Chills. 
TABLE VI. 

Chills were noted in Cases III, VIII, IX, X, XII, XXV, XXVI, XXVII 8 
Chilly sensations were noted in Cases XI, XVIII. : 
Chills were absent in Cases 1, .. «© 2 

Chills were not mentioned in Cases I], IV, V, VII, XIII, XIV, XV, XVI, 
XVIT, XIX, XX, XXI, XXII, XXIII, XXIV, XXVIII, XXIX, XXX 18 
30 


It should be noted that chills occurred in 3 of the cases (VIII, 
IX, and XXVII) from which typhoid bacilli were isolated in pure 
culture, whereas in Case VI, in which streptococci were found 
in association with typhoid bacilli, chills are stated to have been 
absent throughout the illness. 

Jaundice. 'Vhe number of cases in which well-defined jaundice 
developed is surprisingly few, such cases being Nos. V, VI1, XII, 
and XXVIII. Case XI is described as “sallow” and Case XVIII, 
as having subicteroid discoloration of the skin. Jaundice is defi- 
itely stated to have been absent in Cases I, IV, VI, IX, XXVI, 
and XXIX, while there is no mention of this symptom in Cases 
II, INI, VIII, X, XIII, XIV, XV, XVI, XVII, XIX, XX, XXI 
XXII, XXIII, XXIV, XXV, XXVII, and XXX, a total of 18 
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cases. ‘The autopsy notes on Cases XIII and XIV state that the 
bile passages were normal. ‘The 6 cases reported by Legrand 
(XIX, XX, XXI, XXII, XXIII, and XIV), are lacking in all detail. 
Of the other cases, however, we have fuller reports and it is reason- 
able to assume that jaundice was absent. ‘These observations 
tally generally with those of Da Costa. 

Multiple Foci of Suppuration. In Case XXI there were multiple 
foci of suppuration, that is, in addition to the large abscess in the 
right lobe there were two small abscesses in the left lobe. ‘This 
finding is especially interesting when viewed in comparison with 
Case XIX, reported by the same author, in which there was found 
a ‘“‘cicatrized”’ abscess in addition to the active lesion from which 
the patient died. 

Cases IX and XIX should be considered in conjunction with 
Case XII, in which numerous subcutaneous foci of suppuration 
underwent resolution without surgical interference. ‘These definite 
and varied indications of a tendency to resolution in the suppura- 
tive lesions of typhoid may explain the halting character of the 
initial symptoms of abscess in certain cases and may also explain 
those cases which have been met with during defervescence or 
convalescence in which symptoms of enlargement of the liver 
with pain and tenderness—not suggestive of cholecystitis—graduall) 
subside. This suggestion might be challenged on the ground 
the infrequent occurrence of postmortem evidence of healed abscess 
in the liver. ‘These abscesses, however, are probably small; the 
regenerative powers of the liver cell are known to be very great; 
and, further, the vast majority of cases of typhoid occur in the 
third decade or earlier and do not, under the normal prospect of 
life, come to autopsy for many years, if ever. 

ASSOCIATED COMPLICATIONS. (a) Peritonitis. In Case IX peri- 
tonitis followed rupture of the hepatic abscess and although five 
days elapsed before drainage was established, the patient made 
an uneventful recovery. In this case the cultures yielded a pure 
growth of typhoid bacilli, and it is quite conceivable that com- 
plete resolution of such a peritonitis might have taken place without 
the establishment of drainage. Peritonitis was the terminal con- 
dition in Cases XIII and XVII. 

(b) Pleuritis occurred as an associated complication in 7 cases 
serous or serofibrinous in Cases XIV, XXVIII, and XXIX, and 
purulent in Cases II, X, XV, and XXV. In Cases X and XV 
the pleural collection communicated directly with the abscess 
cavity through an opening in the diaphragm. 

BacTERIOLOGY. Bacteriological reports are furnished in connec- 
tion with 14 of the cases. In 7 (4. V.. Vid. Viti. Ex, 
XXVII), typhoid bacilli were isolated in pure culture, and in 4 
other cases, in association with pone eke or streptococci (LU, 


IV, VI, XXV). In 1 case (XXX) bacillus coli communis was 
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apparently the etiological factor. In 2 cases (XXVIII, and XXIX), 
cultures taken at the time of operation were negative; in Case 
XXVIII careful search was also made for amcoebe. his latter 
case suggests that, just as in pyothorax following diplococcus pneu- 
monia, the infecting organism may entirely die out by the time 
drainage is effected. Not only may all the organisms be dead but 
bacteriolysis, so rapid in the case of bacillus typhosus, prevents 
the determination of their presence even in coverslip preparations. 
Wendel states that in his case (XXIX) he is unable absolutely 
to exclude amoebic infection. 

‘TREATMENT AND ‘T'eRMINATIONS. Of the methods of treat- 
ment that of puncture or aspiration has been the most fatal. Of 
6 cases treated by puncture all succumbed. Case XI, also treated 
by this method, frequently repeated, finally came to a successful 
issue through rupture of the abscess into the bowel. Of the 3 
vases in which spontaneous drainage was effected through rupture 
into the bowel, Case XXIV alone succumbed. The course of 
Case X is of extreme interest as at the first illness evacuation of 
the abscess contents occurred through a bronchus, and at the second 
(one year later) the abscess evidently burrowed downward within 
the abdominal wall and ruptured externally near the right anterior 
superior spine. Laparotomy and drainage was carried out in 9 
cases—the one fatality occurring in Case VI, in which there was 
abundant ascites at the time of operation. As a chain coccus 
was found in association with the typhoid bacillus, it is probable 
that death ensued from peritonitis. Drainage by the transpleural 
route was effected with satisfactory results in 5 cases. In Case 
II, that of Remlinger, operative interference was directed solely 
against the empyema, no connection existing between the hepatic 
and the intrapleural collections of pus. The 4 untreated cases 
died—Cases XIII and XVII from peritonitis. In Case XIV the 
liver condition was complicated by a right-sided serofibrinous 
pleuritis, and in Case XV the abscess in the liver communicated 
through a perforation in the diaphragm with the right pleural 
cavity. 

TaBLe VII. 


Died. Recovered, 


Puncture: Cases XI, XVI, XIX, XX, XXI, XXIII, XXVI 6 1 
Rupture into bowel: Cases XI, XII, XXIV... .... 1 2 
Rupture into bronchus: Case X 1 
Rupture iliac fossa: Case X 1 


Laparotomy and drainage: Cases I, III, V, VI, VIII, IX, XXV, 


Thoracotomy and incision of diaphragm: Cases IV, VII, XVIII, 

XXVIII, XXIX 5 
Not treated: Cases XIII, XIV, XV, XVII, XXII 4 an? We 5 
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N. B. Cases X and XI each appear under two headings. 

From personal observations I am convinced that the employ- 
ment of preliminary diagnostic puncture of the liver by the trans- 
peritoneal route exposes the patient to the danger of peritonitis. 
Even in deep-seated abscess the pus, always under tension, will 
escape along the path of a fine needle wound. ‘The clinical report 
in Case VI suggests that peritoneal infection followed exploratory 
puncture. ‘The risk of empyema following transpleural puncture 
of the liver is relatively less owing to the interposition of the dia- 
phragm; furthermore, empyema is fraught with much less danger 
to life. 

The danger of disseminated echinococcus infection of the 
peritoneal cavity following exploratory puncture has long been 
recognized. 

Conciusions. 1. That abscess of the liver occurring as a 
complication or sequel of typhoid fever may arise independently 
of typhoid lesions of the gall-bladder or ducts, pylephlebitis, or 
the presence of suppuration elsewhere in the body. 

2. That the recognition of solitary abscess is important because 
of the fact that only such cases are suitable for surgical treatment. 
3. That age and sex have no bearing upon the incidence of liver 
abscess apart from their relation to typhoid fever generally. 

4. That as predisposing factors, the virulence of the primary 
infection, traumatism, and preéxisting disease would appear to have 
been established. 

5. That the frequency of liver abscess in relation to typhoid 
fever reported from hot climates may be accounted for (a) by the 
high incidence of typhoid infection in European drafts, and (b) 
by the preéxistence or occurrence during convalescence of amoebic 
infection. 

6. That the onset of the symptoms of liver abscess may occur 
arly in the course of the primary infection, after a fever-free 
interval of days or weeks, or as a remote sequel. The relation 
of typhoid carriers to the last class is a subject for further investi- 
gation. 

7. That of the symptoms of onset enlargement of the liver, fever, 
local pain, and tenderness, are the most characteristic. 

8. That jaundice is present in about 15 per cent. of the cases 
only. 

9. That in about 50 per cent. of the cases the focus of suppura- 
tion is located in the right hepatic lobe. 

10. That the occurrence of chills is apparently without relation 
to the organism or organisms found in the local lesion. 

11. That there would appear to be ground for the assumption 
that foci of suppuration in the liver due to bacillus typhosus may 
occasionally undergo spontaneous resolution. 
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12. That pleuritis, either serous or purulent, not infrequently 
occurs as an associated complication. 

13. That the only safe method of treatment is by incision and 
drainage—the route selected, either abdominal, or transpleural, 
depending upon the location of the abscess. Preliminary trans- 
peritoneal puncture should not be practised owing to the danger 
of leakage and peritonitis. 

14. That in future observations upon such cases the scope of 
the bacteriological investigations should include the use of media 
especially suitable for the cultivation of Bacillus typhosus, as well 
as careful search for amoebee. 


Group I. 


CasE I.—Author’s Case. ‘The salient features of this case were: 
(1) The absence of the usual fever-free interval; (2) the rapid 
progress of the local lesion without the occurrence of intervals 
of improvement; (3) the pronounced character of the constitutional 
symptoms—fever, prostration, anemia, high pulse rate; (4) the 
absence of local signs apart from enlargement of the liver; (5) 
the absence of the following symptoms: pain, either local or 
radiating to the shoulder, local tenderness, jaundice, chills, sweating, 
and vomiting; (6) the escape of the whole of the biliary secretion 
through the operation wound owing to obstruction of the common 
duct, presumably by blood clot, fibrin or detritus from the abscess 
cavity, associated with clay-colored stools; (7) the arrest of pan- 
creatic digestion and the escape of pancreatic juice through the 
operation wound; (8) the relief of the two latter conditions by 
raising the tension within the biliary passages; (9) the direct growth 
from the abscess contents of Bacillus typhosus in pure culture; 
(10) recovery. 

A. A., a girl, aged five years and five months, was taken ill Sep- 
tember 8, 1905. On September 16 (ninth day) the diagnosis of 
typhoid fever was confirmed by the presence of rose spots and 
the positive agglutination reaction in dilutions of one in eighty. 
The spleen was enlarged. The accompanying chart shows the 
daily temperature range from the fastigium until the establishment 
of convalescence. ‘Toward the end of the second week the liver 
was palpable below the costal margin at the tip of the ninth rib. 
Throughout the illness the bowels were constipated. Nourish- 
ment was well taken. Owing to the tender age of the patient, 
tepid spongings were given instead of baths. 

The alteration in the temperature curve on October 7 (thirtieth 
day), and its gradually increasing range during the following week, 
was looked upon as a recrudescence. ‘The spleen showed pro- 
gressive enlargement. No new rose spots appeared. ‘The patient’s 
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only complaint was of hunger. At this time, also, there was noted 
a slight increase in the liver dulness in the median line, but pal- 
pation failed to reveal the presence of tenderness either in this region 
or in that of the gall-bladder. There were no complaints of pain 
on deep inspiration, or when the patient’s position was changed. 
‘The lungs were normal. ‘The urine contained a trace of albumin 
and a few granular casts. ‘The reaction for bile was absent. ‘There 
was no jaundice. Although nourishment was well taken, the 
patient continued to lose weight and the mucous membranes and 
pinnz showed a rapidly increasing anemia. 

From the thirty-fourth day onward there was noted in the epi- 
gastric region a progressive increrse in the area of hepatic dulness. 
‘There was, however, no complaint of pain. Muscular spasm and 
even the sense of resistance was entirely absent. Firm pressure 
over the left lobe of the liver failed to elicit tenderness. ‘There 
was no evidence of an increase in the area of the liver dulness in 
an upward direction. ‘There were neither chills, chilly sensations, 
nor sweating; but owing to the character of the temperature curve 
and the progressive enlargement of the liver, abscess of the left 
lobe was diagnosticated. On the evening of the forty-sixth day 
the fulness in the epigastrium had become very pronounced, and 
for the first time the patient complained of pain along the right 
subcostal border upon being turned in bed. There was also 
detected distinct tenderness on pressure in the median line midway 
between the umbilicus and the ensiform cartilage. 

The patient was prepared for operation in her own home on 
the morning of the forty-seventh day. Under chloroform anes- 
thesia the left lobe of the liver was exposed and the capsule found 
to be free from adhesions or exudate. ‘The lower margin extended 
to the level of the umbilicus. The liver appeared normal in color. 
On palpation a deep area of tension was detected. An exploratory 
puncture at this point yielded pus. A grooved director was then 
passed along the course of the needle and the path to the abscess 
vavity dilated by means of hemostatic forceps. From one to two 
ounces of grayish odorless pus escaped, followed by a fairly free 
hemorrhage. So far as could be judged from the use of the director, 
the cavity (about 5 cm. in diameter) lay well within the substance 
of the left lobe of the liver. A drainage tube was placed in position. 

Cultures taken at the time of operation showed at the end of 
twenty-four hours the following: On agar slants a heavy growth 
of dull white colonies which in cover glass preparations showed 
only bacilli with oval ends, decolorizing by Gram’s stain. Stab 
cultures in peptone gelatin showed on the surface a growth spread- 
ing from the puncture as a thin film, bluish-white in color, and 
along the stab an opaque whitish line, without liquefaction of the 
medium or the formation of gas. Bouillon at the end of the same 
period showed a uniform turbidity, the organism, in addition to 
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the morphology described, appearing in filaments. In_ litmus 
milk there was no coagulation of the casein. 

Hanging drop preparations from bouillon culture showed 
actively motile bacilli, which were rapidly agglutinated by a one- 
in-two-hundred dilution of the blood serum of a typhoid patient 
giving at the same time a positive Widal reaction with laboratory 
cultures of Bacillus typhosus. 

All cultures were free from cocci or other contaminating organ- 
isms. (‘I'ransplants from the bouillon culture were subsequently 
used in the laboratory for routine Widal reactions.) 

The dressings, when changed at 10 P.M. on the day of the opera- 
tion, were deeply bile-stained. 

October 27. Chloroform was administered to change the pack- 
ing and the tube. An enema resulted in the passage of a large, 
clay-colored stool. It was evident that the operation had estab- 
lished a communication between the abscess cavity or drainage 
tract and an important branch of, if not the main biliary duct 
of the left lobe of the liver. ‘The absence of bile in the stool was 
assumed to be due to a blockage of the common bile duct with 
blood clot and detritus. 

Subsequently the dressings, changed twice daily, continued 
to be deeply bile-stained. ‘The improvement in the patient’s 
general condition was marked. 

November 6. ‘The discharge from the wound became profuse, 
watery, and less deeply bile-stained, necessitating the changing 
of the dressings four times during the twenty-four hours. ‘The 
pulse was irregular. ‘The stools were large, colorless, very offen- 
sive, and fatty. The general condition of the patient was less 
satisfactory. ‘The temperature remained constantly subnormal. 

November 7. ‘The profuse discharge from the wound continued. 
The pulse at times became very rapid and irregular. ‘The patient 
was apparently losing weight rapidly. Ox bile, pepsin, and essence 
of diazyme were administered with the nourishment. 

November 8. ‘The discharge was more profuse and watery, 
saturating six large dressings in twenty-four hours, with the escape 
of fluid on either flank. ‘lhe wasting was rapid and the prostra- 
tion profound. ‘There was marked pallor and restlessness. ‘The 
stools remained clay-colored, and were large and fatty. The general 
condition of the patient was critical. 

Although nourishment was well taken and in sufficient quantity 
it was evident that some profound nutritional disturbance was 
present. Reverting to the hypothesis advanced to account for 
the absence of bile in the stools, it was assumed that the sudden 
increase of discharge associated with arrest of pancreatic digestion 
and failure of nutrition might be due to the downward displace- 
ment of the fibrinous residue of the clot occupying the common 
duct and its impaction in the ampulla of Vater, or at a point below 
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the junction of the canal of Wirsung and the ductus communis 
choledochus. This hypothesis would account not only for the 
nature of the stools but also for the presence of the profuse dis- 
charge (pancreatic). It became imperative to try the effect of 
raising the tension in the biliary passages as a means of overcoming 


} the obstruction. ‘lo this end, on the morning of November 9, 
under light anesthesia, a firm gauze packing was inserted along 
] the path of the drainage tube. 


November 10. A soap-suds enema at 7 A.M. resulted in the 
passage of a liquid stool, distinctly bile-stained. ‘The general 
condition of the patient had improved greatly and there was a 
marked decrease in the pulse rate. 

From November 11 convalescence was uninterrupted. 

At the time of writing five years have elapsed and the patient 
is in excellent health. 

CasE I].—Remlinger. A cavalryman, aged twenty-one years, 
was admitted to hospital November 21, 1896. The diagnosis of 
typhoid fever was confirmed by the presence of a positive serum 
reaction. ‘The infection was rather more severe than the average. 
January 12 (about the fiftieth day) the patient complained of 
localized pain over the liver, which, however, disappeared on the 
following day. ‘Toward the end of January the pain reappeared 
accompanied by accelerated respiration. On examination the 

liver dulness was found to extend four fingers’ breadth below the 
costal margin. ‘There was also tenderness on pressure. Exami- 
nation of the chest showed the presence of dulness and the absence 
of breath sounds below the angle of the scapula on the right side. 
Puncture in the seventh interspace yielded a greenish, purulent 
fluid containing typhoid bacilli in pure culture. A subsequent 
thoracotomy evacuated about two liters of pus. Operation did 
not afford relief and the patient died February 4. ‘The autopsy 
. showed cicatrization of Peyer’s patches. The right lobe of the 
liver was almost entirely occupied by an abscess the size of the 
foetal head. ‘The diaphragm was not perforated, although rupture 
into the pleural cavity was imminent. There was a_ purulent 
| infection of the right pleura. Examination of the pus from the 
liver abscess showed the presence of bacilli identical with those 
found in the pleural fluid. In preparations from broth cultures 
the serum reaction was marked. All cultures were free from 
contaminating organisms. An examination of the pus for amoebie 
was negative, and the author states that the patient had never 
had symptoms of dysentery. 

Case II].—Swain. A girl, aged five years, was first seen on 
December 8, 1897, toward the eighth week of a typhoid infection 
which had run a mild course followed by symptoms of relapse. 
For some weeks previously the temperature had shown marked 
fluctuations and on the above date a rigor occurred. A second 
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rigor occurred on December 11. About one week later the left 
lobe of the liver was palpable one inch below the ensiform cartilage 
and eversion of the left costal border was noted. ‘There was tender- 
ness on pressure. Rigors occurred on December 22, 23, 30, and 
January 1. The temperature on each occasion rose from normal 
or subnormal to 103° to 105°, being intermittent in type during 
the intervals. On the latter date the margin of the liver could 
be felt midway between the ensiform cartilage and the umbilicus. 
Fluctuation was absent. The upper limit of hepatic dulness in 
the axillary line remained at the normal level. Pain was com- 
plained of but tenderness was not now a marked feature. The 
general emaciation was extreme. January 3 (twelfth week) lapa- 
rotomy was performed and about six ounces of bile-stained pus 
and fluid evacuated from an abscess cavity in the left hepatic lobe. 
The patient recovered. 

Cultures made at the time of operation upon agar showed 
few colonies of Staphylococcus pyogenes aureus and many colonies 
of short bacilli with rounded ends. The latter in 
cloudiness of the medium, were actively motile, and gave a char- 
acteristic agglutination reaction with typhoid serum. 

Case IV.—Perthes. A marine, aged twenty-two years, was 
admitted to the hospital, Pekin, December 3, 1900. ‘The diagnosis 
of typhoid fever was confirmed later by the occurrence of the 
agglutination reaction. ‘The infection is described as “ moderately 
severe or light.” Convalescence was established on the forty- 
second day and the patient was allowed up. On the forty-ninth 
day a single rise of temperature to 38.6° occurred. On the sixty- 
ninth day the temperature rose suddenly to 39.2° and the patient 
complained of severe epigastric pain. ‘There was found a slight 
increase in the area of liver dulness, unassociated with jaundice. 
Enlargement of the liver was progressive. ‘The temperature rose 
daily to 39° or higher. February 13, 1901 (eighty-first day), the 
upper limit of the liver dulness was at the fourth intercostal space 
in front and at the angle of the scapula behind, while the lower 
border was palpable four fingers’ breadth below the costal arch 
in the right nipple line. ‘here was slight tenderness on palpation 
in the epigastrium. ‘The abdomen was otherwise flat and _ soft. 
Deep exploratory puncture in the seventh intercostal space in 
the anterior axillary line evacuated greenish-yellow pus. ‘The 
liver was approac ‘hed by the transpleural route, and a large abscess 
lying within the substance of the liver evacuated and drained. 
Streak cultures showed numerous bacilli and, in addition, strepto- 
cocci. ‘lhe former, isolated in pure culture, proved to be bacillus 
typhosus. Agglutination occurred with typhoid serum. 

Fever associated with diarrhoea persisted until May 9. It is not 
stated if an examination for amoebe was made. ‘The patient was 
discharged well on July 7. 
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Case V.—Hiihn and Joanovic. A forester, aged twenty-nine 
years, developed typhoid fever in January, 1901, the illness con- 
tinuing until the middle of March. ‘Toward the end of March 
there was a sudden rise of temperature associated with severe 
abdominal pain and jaundice. On examination there was found 
in the region of the gall-bladder a tumor, the size of a nut, painful 
on pressure. ‘This swelling disappeared in a few hours, and a few 
days later the patient made a complete recovery and was allowed 
up. ‘Toward the end of April a tumor the size of a child’s head 
developed in the epigastrium, associated with jaundice and inter- 
mittent fever. On opening the abdomen there was found a multi- 
locular echinococeus cyst of the liver filled with thin pus, from 
which typhoid bacilli giving the Widal reaction with typhoid serum 
were isolated. ‘The patient recovered. 

Case VI.—Guinard. A male, aged forty-three years, developed 
typhoid fever, confirmed by Widal reaction, about the middle of 
October, 1902. Between October 28 and November 1 there 
were profuse intestinal hemorrhages. November 18, the patient 
developed abdominal and precordial pain with nausea and vomit- 
ing. November 21 the temperature reached 41°. ‘The pulse 
rate was 150. There was severe thoracic pain. A temporary 
improvement followed. In the beginning of December the liver 
was noticeably enlarged. December 21 there was a sudden 
collapse, profuse sweating, and a fall of temperature to 36.4°. 
January 12 the lower margin of the liver reached to the iliac fossa. 
An exploratory puncture revealed the presence of pus. ‘l’ender- 
ness over the liver was absent. ‘There was no jaundice and tests 
for bile in the urine were negative. ‘There had never been chills. 
Laparotomy was performed January 13. ‘The abdomen contained 
abundant ascitic fluid. Puncture of the liver with the thermo- 
cautery evacuated an abscess containing about one and one-half 
liters of thick bile-stained pus. The patient died January 19. 

Smears from the pus showed chains of Gram-positive cocci. 
Bacilli were not found. In twenty-four-hour bouillon cultures, 
however, there were, in addition to cocci, actively motile bacilli 
decolorizing with Gram’s stain. ‘These bacilli in pure broth cultures 
gave the characteristic agglutination reaction with controlled 
typhoid serum. 

Case VII.—Sennert. In the beginning of October, 1905, a 
painter, aged eighteen years, fell from a scaffold sustaining a severe 
injury to the right side. He was discharged from the hospital 
at the end of three weeks. ‘Two months after the injury (early in 
December) he began to feel ill, and was admitted to the University 
Clinic at Halle, January 9, 1906, with a diagnosis of ambulatory 
typhoid. The patient later developed symptoms of subphrenic 
abscess. There was pronounced jaundice. January 26 an 
abscess in the dome of the liver was evacuated by the transpleural 
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route. ‘he patient recovered. Bacillus typhosus was isolated 
in pure culture. Sennert concludes that at the time of the accident 
the patient sustained an injury to the liver with the formation of 
a hematoma which later became infected with the typhoid organism. 

CasE VIII.—Venema and Griinberg. A female, aged thirty 
years, was admitted to hospital, June 18, 1906, at the end of 
the third week of typhoid fever. The diagnosis was confirmed 
by agglutination tests. July 15 two profuse intestinal hemorrhages 
were followed by collapse. At the same time the patient developed 
thrombosis of the right vena saphena parva. July 17 there was 
a sudden chill with a rise of temperature to 39.7°. The tempera- 
ture reached normal July 22. After a fever-free interval of six 
days the temperature rose suddenly to 39°. July 31 enlargement 
of the liver was noted. ‘There was spasm of the abdominal muscles 
in the upper zone. Symptoms were relieved by the application 
of ice; the temperature gradually fell to normal. From August 
16 to 23 a second fever-free interval occurred. On August 24 
there was a renewed rise of temperature. On examination there 
was found in the right hypochondrium a tumor larger than the 
fist, tense, elastic, and sensitive on pressure. October 5 an incision 
was made in the right hypochondrium and a perihepatic abscess 
evacuated, followed by incision and drainage of an abscess lying 
within the right lobe of the liver. ‘Typhoid bacilli were grown 
in pure culture from the liver abscess, their identity, apart from 
cultural features, being conclusively demonstrated by controlled 
agglutination tests. ‘lhe patient recovered. 

Case IX.—Lengemann. A girl, aged five and one-half years, 
developed typhoid fever (confirmed by Widal reaction) in September, 
1906. October 14, about the fourth week, the temperature rose 
to 40.6°, falling again on October 16 to 37.2°. On October 19 
it again rose to 40.3° with chill and complaints of pain in the right 
hypochondrium. ‘The liver was found to be swollen and tender. 
A temperature of septic type continued until December 16 or 17, 
when a sudden fall to 35.2° occurred. December 21 puncture of 
the abdomen yielded pus from which bacillus typhosus was isolated. 
A laparotomy on December 22 disclosed a subacute peritonitis, 
presumably of five days’ standing. ‘There was marked injection of 
the serosa. An evacuated abscess cavity was found in the right 
lobe of the liver. From the peritoneal fluid typhoid bacilli were 
isolated in pure culture. Jaundice was absent throughout the 
illness. ‘he patient recovered. 


Group IT. 


Although bacteriological examination revealed the presence of 
typhoid bacilli in the pus from Cases XXV and XXVII, these cases 
have been included in the second series owing to uncertainty as to 
the location of the lesion. 
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Case X.—Delaire. A woman, aged thirty-four years, after a 
post-typhoid fever-free interval of fourteen days, again became 
feverish and complained of pain in the region of the liver. Some 
days later the liver could be felt below the costal border; on the 
twentieth day it reached to the umbilicus with pronounced bulging 
of the epigastrium. ‘There was tenderness on pressure. Fluctua- 
tion was not present. Abscess in the right lobe of the liver was 
diagnosticated. Following sudden pain below the right breast, 
there appeared dulness in the right thorax extending halfway to 
the clavicle, with dyspnoea and spasmodic cough. Forty-eight 
hours later, during a suffocative attack, “streams” of very bitter 
green pus were coughed up. This act occurred several times 
with the simultaneous disappearance of the bulging described. 
All symptoms gradually disappeared and at the end of four months 
there was complete recovery. About one year later pain developed 
beneath the right costal border with chills and fever, as well as 
increasing enlargement of the liver. Bulging in the region of the 
liver was again noted. ‘There was sensitiveness on pressure but no 
fluctuation. Later the whole of the right side of the abdomen 
became prominent, the dulness extending to the iliac fossa. ‘The 
abscess apparently invaded the abdominal wall and burrowed 
downward. It finally ruptured externally near the anterior 
superior spine. Bile-stained pus was evacuated. ‘The patient 
recovered. 

Case XI.—Chater. A female, aged twenty-six years, was 
admitted to hospital, May 28, 1873. In June, 1872, the patient 
had suffered from typhoid fever characterized by severe diarrhoe: 
Toward the termination of her illness she developed pain in the 
right side associated with chilly sensations and sweating. In 
September, 1872, the pain in the region of the liver became intense, 
radiating to the right shoulder and the right side of the neck as 
high as the angle of the mandible. Swelling in the hypochon- 
drium was evident at the end of October, 1872. Diarrhoea alter- 
nated with periods of constipation. On admission there was 
an enormous swelling in the right side. Puncture on May 30, 
withdrew brownish blood-stained pus. Between this date and 
June 22 puncture was performed several times; about 281 ounces 
of pus were evacuated. June 21 there was a severe attack of 
abdominal pain referred chiefly to the right side, associated with 
nausea and prostration, and on June 22 there was evacuated by 
the bowel a large quantity of greenish-yellow material resembling 
that aspirated from the liver. ‘The patient recovered. 

Case XII.—Sidlo. A girl, aged ten years, passed through a 
mild initial typhoid infection, the temperature reaching normal 
on the fifteenth day. On the seventeenth day the temperature 
again began to rise. On the thirtieth day it was normal. On the 
thirty-second day pain developed in the region of the liver and in 


bd 
| 
f | 
| 
| 
x 
vit 
tb 
i 
{ 
7 
if 
} 
= 


VON EBERTS: ABSCESS OF THE LIVER AND TYPHOID FEVER 821 


the chest. The liver was tender. There was a chill. On the 
thirty-fifth day the liver was first found to be enlarged. ‘The skin 
and conjunctive were jaundiced. On the forty-third day the 
lower border of the liver reached the level of the umbilicus, and 
the right costal margin bulged greatly. Subcutaneous abscesses 
also developed in both mammary regions, in the right frontal region 
and in the right axilla. From the eightieth to the eighty-fifth day 
the axil ry abscess, which was very large, rapidly decreased in 
size under observation; the other abscesses also subsided. On the 
eighty-fourth day an attack of severe abdominal pain with chill 
was followed by an evacuation from the bowel of blood-tinged 
purulent material. During the two following days there were 
numerous evacuations of a similar nature. ‘The patient recovered. 

Case XIII.—Sorel. A foot-soldier, aged twenty-three years, 
was admitted to hospital July 16, 1882, with typhoid fever of a mild 
type. July 21 the patient complained of pain in the right hypo- 
chondrium and July 24 of pain on pressure in the epigastrium. 
The liver was not palpable. After July 28 (twentieth day) the fever 
became intermittent. August 18 subacute peritonitis was noted. 
‘The patient died on the forty-fifth day. At autopsy typhoid lesions 
in the ileum and colon were found. The right lobe of the liver 
showed on its convex surface a small, superficial hemorrhagic 
infarct which had not undergone softening. In the left lobe there 
was an abscess the size of a large orange. ‘The liver was adherent 
to the diaphragm and posterior surface of the last part of the sternum 
and the origins of the right costal cartilages. ‘These adhesions had 
rendered palpation impossible. ‘The bile-ducts were healthy. There 
was also a subacute peritonitis about the level of the umbilicus, with 
a collection of seropurulent fluid in the right flank. This patient 
had never showed symptoms of dysentery. 

Case XIV.—Gerhard. A male, aged twenty-six years, was 
taken ill suddenly March 2, 1885, with vomiting and abdominal 
pain. ‘I'welve days later the patient developed cough with impaired 
resonance and pleuritic rub at the right base. ‘There was prominence 
of the right hypochondrium with tenderness on palpation; also ten- 
derness in the epigastrium. ‘The area of liver dulness was increased. 
April 4 fluctuation was noted over the right lobe of the liver. Owing 
to the general weakness of the patient an operation was not under- 
taken. Death occurred April 25. At autopsy there was found right- 
sided serofibrinous pleuritis. In the right lobe of the liver there 
was a large abscess as well as two small abscesses. The left lobe 


also contained a small abscess. ‘The gall passages were normal. 
In the ileum there were found ulcerated as well as healed lymphoid 
patches. 

Case XV.—Gervais. A clerk was admitted to hospital March 
15, 1886, with symptoms of typhoid fever. ‘The disease ran a mild 
course and the patient left the hospital on April 18. There was 
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not, however, complete restoration of health. May 5 the patient was 
re-admitted, emaciated and weak. ‘There was constant complaint 
of pain in the right side of the thorax. Examination showed dulness 
to be present over the whole of the right lung with the exception 
of the apex. ‘There was displacement of the heart to the left. 
Death occurred May 25. At autopsy the liver was found to be 
greatly enlarged, containing in the posterior superior portion a 
large abscess communicating with the right pleural cavity. 

Case XVI.—Gervais. A convict, aged twenty-three years, was 
admitted to hospital September 25, 1885, with the characteristic 
symptoms of mild typhoid. During convalescence he was suddenly 
seized with severe abdominal pain associated with sweating, rapid 
pulse, elevation of temperature, nausea and meteorism. ‘These 
symptoms were thought to be due to intestinal perforation. ‘Three 
days later enlargement of the liver was noted with severe pain in the 
right hypochondrium. Still later fluctuation was made out in the 
right flank. Puncture yielded a grumous, bile-stained fluid having 
a fecal odor. ‘The patient died November 9. At autopsy the 
whole of the right lobe of the liver was found to be occupied by an 
abscess which contained one liter and a half of pus of the same 
nature as that withdrawn. Peyer’s patches showed traces of hyper- 
trophy but no ulceration. In the large intestine were found cica- 
trices and traces of old ulcers. ‘The spleen was enlarged. ‘The 
patient had never had dysentery. 

Case XVII.—Gervais. An adult male was admitted to hospital 
June, 1886, with typhoid fever. In the fourth week of convalescence 
(July 28) the temperature rose to 39° and assumed a septic type. 
August 4 there was a tearing pain in the right side at the level of 
the ilium. ‘The clinical note is headed “’T'yphoid fever. Abscess 
of the liver opening into the intestine? Peritonitis following per- 
foration?” ‘The patient died September 10 “from abscess of the 
liver with peritonitis.” When the abdomen was opened at autopsy, 
a large quantity of greenish purulent fluid escaped from the perito- 
neal cavity. ‘The liver was merely a shell containing an enormous 
quantity of fetid pus, the color of wine dregs. 

Case XVIII.—Jahn. A dragoon was suddenly taken ill March 
23, 1887, with typhoid fever. Convalescence was established 
April 6 (fifteenth day). April 19 the patient complained of marked 
weakness and severe pain on pressure in the epigastrium. Four 
days preceding these symptoms the temperature had risen to 40°, 
gradually subsiding under renewal of bath treatment. During the 
next three months the illness ran a chronic course. ‘The temper- 
ature was at times remittent, at other times intermittent in type. 
There was gradual enlargement of the liver. Pain beneath the 
ensiform cartilage and along the right costal margin, chilly sensa- 
tions, night sweats, and a sub-icteroid discoloration of the skin were 
also noted. ‘Toward the end of this period there appeared tender- 
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ness on pressure beneath the lower ribs on the right side, with bulging 
of the chest wall, widening of the intercostal spaces and fluctua- 
tion. July 12 exploratory puncture in the ninth intercostal space 
yielded greenish-yellow pus. July 15 the liver was approached by 
the transpleural route and an abscess the size of an apple, extending 
into the substance of the liver, evacuated. A drainage tube was 
inserted. ‘lhe patient recovered. No examination of the discharges 
was made for either bacteria or amoebe. 

Case XIX.—Legrand. A soldier of marine infantry developed 
typhoid fever at Java in 1880, and during convalescence had symp- 
toms of abscess of the liver. Puncture and lavage with solution of 
arbolic acid was carried out. ‘The patient died. Autopsy showed 
a cicatrized abscess in the left lobe of the liver and a second abscess 
of large size beneath the convex surface of the same lobe. 

Case XX.—Legrand. A soldier of marine infantry at New Cale- 
donia developed abscess of the liver during convalescence from typhoid 
fever in 1883. Puncture of the abscess with a large trocar was prac- 
tised with only temporary relief. At autopsy there was found a 
large abscess in the dome of the right lobe of the liver with ulceration 
of Peyer’s patches. ‘The patient had not been exposed to dysentery. 

Case XXI.—Legrand. A discharged soldier developed abscess of 
the liver during convalescence from typhoid fever in 1885. Aspir- 
ation was practised. ‘The patient died. At autopsy, in addition to 
the characteristic lesions of typhoid fever, there was found a large 
abscess in the right lobe of the liver as well as two small foci of 
suppuration in the left lobe. 

Cast XXII.—Legrand. An artillery-man, who had not been 
exposed to dysentery, developed abscess of the liver during con- 
valescence from typhoid fever in 1888. Autopsy revealed an enor- 
mous abscess of the liver with destruction of the whole organ. 

Case XXIII].—Legrand. An adult male developed abscess of 
the liver about one month after convalescence from typhoid fever. 
Puncture and lavage was carried out. ‘The patient died. At 
autopsy there was found a solitary abscess in the right lobe of the 
liver. 

Cast XXIV.—Legrand. An adult male, after a post-typhoid 
fever-free interval of about fourteen days, developed abscess of the 
liver. In spite of spontaneous rupture into the bowel the patient 
died. Autopsy revealed a large abscess involving the whole liver. 

Case XXV.—Maydl. A female, aged thirty-four years, came 
under observation with a diagnosis of right pyothorax one year 
after the termination of a typhoid infection of eight weeks. In 
addition to empyema Maydl determined the presence of a subdia- 
phragmatic abscess. ‘The symptoms of onset were chills, fever, 
and epigastric pain radiating to the right shoulder. ‘There was also 
cedema of the right thoracic wall. ‘The full diagnosis was con- 
firmed by laparotomy and a counter thoracic opening. ‘l'yphoid 
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bacilli and staphylococci (kind of staphylococci not mentioned) 
wece recovered from the discharges. In this case the fever-free 
interval had been marked by alternating periods of diarrhoea and 
constipation, and occasional pain in the right hypochondrium. 
The patient recovered. ‘There is no definite statement that the 
liver was involved. 

Case XXVI.—Ben Johnston. A male, aged twenty-eight years, 

had suffered from typhoid fever in the autumn of 1878. The illness 
was marked by intestinal hemorrhages. Convalescence was pro- 
tracted. Attacks of diarrhoea were frequent. When seen in Jan- 
uary, 1879, the patient complained of occasional nausea and vomit- 
ing, pain and acute tenderness in the right side, chills and sweating. 
‘The margin of the liver was palpable five inches below the costal 
border. Aspiration withdrew two pints of creamy pus. ‘lhe cavity 
quickly refilled. Death occurred on the fourth day after aspiration. 
; Autopsy showed the presence of a large abscess cavity in the right 
lobe of the liver. There was cicatrization of Peyer’s patches. 
{ Case XXVII.—Caton and Thomas. A male, aged thirty-two 
} years. Convalescence from typhoid fever was established on the 
{ twenty-fourth day and the patient allowed up on the forty-third 
ryy 
day. ‘The temperature rose at once and the patient was put back to 
i bed for six days. He was again allowed up and had a chill and rise 
j of temperature. No physical signs developed until two weeks later 
when there was found a dull area at the left base. Aspiration with- 
drew greenish-yellow pus. A transpleural operation exposed an 
abscess cavity in the liver five inches in diameter, with calcified walls 
one-eighth of an inch thick. ‘The pus contained typhoid bacilli. 
At a second operation excision of the calcified wall was carried out. 
There were found adhesions to the spleen, stomach, transverse 
colon and omentum. ‘The authors suggest that the condition was 
one of typhoid infection of a hydatid cyst of the liver. ‘The possi- 
bility of a splenic origin cannot be excluded. 

Case XXVIII.—McCrae and Mitchell. A marine fireman was 
admitted to Johns Hopkins Hospital September 15, 1900, complain- 
ing of abdominal pain which had been present for one week; also 
cough, pain in the chest and shoulder when lying on the right side, 
and frequent vomiting. ‘The bowels had been constipated until 
the day of admission, when numerous bloody stools were passed. 
Examination showed the presence of movable dulness in the right 
axilla and base: also tenderness and muscular resistance in the 
right hypochondrium. On September 19 jaundice was noticed. 
The Widal reaction was positive. ‘The leukocytosis was 87,000. 
The patient was transferred for operation. When examined on 
the table, fulness in the right upper quadrant of the abdomen was 
noticed, as weil as rigidity of the muscles and protective spasm on 
deep palpation. ‘There was also a feeling as of a rigid mass beneat 
the muscles Laparotomy exposed a large mass between the liver 
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and the abdominal wall. In separating the adhesions, 500 cubic 
centimeters of brownish fluid escaped, followed by thick yellowish 
pus with a slightly sweetish odor. On wiping out this cavity the 
upper surface of the liver was found to be excavated over an area of 
from eight to ten centimeters in diameter. Drainage tubes were 
inserted. ‘The patient recovered. In preparations from the fluid 
and pus made at the time of operation no bacteria or amoebe were 
found. Cultures were sterile. 

Cas—E XXIX.—Wendel. An adult male had suffered from 
typhoid fever from September 30 to October 30, 1902. November 
17, after a fever-free interval of eighteen days, pain developed in 
the region of the liver, increasing on coughing or deep breathing. 
On the following day the pain radiated to the right shoulder. ‘The 
temperature was 38.9°. At the base of the right lung there was 
dulness with enfeebled breathing; also slight enlargement of the 
liver in a downward direction. Pressure elicited tenderness. No- 
vember 23, an exploratory puncture in the eighth interspace, mid- 
axillary line, yielded pus. ‘The eighth rib was then resected. Clear 
fluid escaped from the pleural cavity. Three centimeters within 
the liver substance an abscess was encountered and drained. No 
jaundice was noted throughout the illness, although bile pigment 
was present in the urine. Cultures taken at the time of the operation 
were sterile. ‘he patient recovered. 

CasE XXX.—Long. A male, aged nineteen years. On the 
nineteenth day of a mild typhoid infection (confirmed by Widal 
reaction) the patient complained of pain and tenderness over the 
lower margin of the liver. ‘Three days later (May 30, 1903) the pain 
and tenderness were much more severe; there was bulging of the 
lower part of the chest and right kidney region. May 31 the leu- 
koeytosis was 19,000. Aspiration was followed by an incision 
parallel with the last rib. ‘T'wo pints of purulent fluid with broken- 
down tissue were evacuated. ‘The cavity extended upward into the 
liver. Cultures showed the presence of colon bacilli. The patient 
made an uninterrupted recovery. 
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IRREGULARITY OF THE HEART AND AURICULAR 
FIBRILLATION.’ 


By Artuur R. Cusnny, M.D., F.R.S., 


PROFESSOR OF PHARMACOLOGY IN THE UNIVERSITY OF LONDON, ENGLAND, 


‘THe study of the pulse extends as far back as medical history, 
but it may be said without exaggeration that within the last fifteen 
years more progress has been made in certain directions than in the 
previous century. When the reason for this rapid elucidation of 
the subject is enquired into, it is found to be a simple one. Up to 
1895, the human pulse only had been examined; since then the 
study has embraced the mammalian pulse; animal experiment has 
been called in to explain human abnormalities. Perhaps in no 
department of medicine has the employment of this new method 
of investigation—this novum organum of medicine—borne more 
immediate fruits. ‘The whole of the new knowledge of the heart 
irregularities arose directly from experiments on animals. And I 
do not think I am doing injustice to the small band of investigators 


1 The inaugural Weir Mitchell Lecture of the College of Physicians of Philadelphia, deliv 
ered January 17, 1911. 
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of this subject when I say that many equally talented and original 
minds had previously studied the irregularities of the heart, and that 
the recent success is due not to any preéminent ability on their part, 
but to the means of investigation they employed and to the appli- 
cation of the knowledge acquired in the laboratory to the problems 
of the sickbed. Another point of interest in this connection is that 
none of these investigators, so far as I know, had in his mind the 
clinical problem when he commenced his work. As has so often 
been the case, casual observations pursued merely for the sake of 
knowledge, or as our critics say, “out of idle curiosity,” have led 
to the elucidation of clinical problems of the greatest importance. 
It is well to put on definite record that Gaskell and Englemann took 
up the study of the frog’s heart without knowledge of its bearing 
on the irregularity of the heart in man, that my work on the mamma- 
lian heart was undertaken to elucidate irregularities seen in the dog’s 
heart under poisonous doses of digitalis, and therefore without 
bearing on therapeutics, and that Hering’s subsequent experiments 
were inspired by similar “idle curiosity,” in regard to certain 
irregularities observed on tying the aorta. I think it well to make 
these remarks as the memory of the medical profession is short. 
One uses the knowledge or the remedies with thankfulness and 
neglects to enquire how they were obtained. 

The subject which I have selected to address you on tonight is 
one of the more recent additions to our knowledge of cardiac path- 
ology. For many years a condition has been described in text-books 
of physiology as fibrillation, or vermicular or incodrdinate move- 
ment, or sometimes as delirium; this delirium of the laboratory has 
been used in quite a different sense from the delirium cordis of the 
clinician, although curiously enough the clinical and physiological 
delirium prove to have an unsuspected relationship. ‘This fibrilla- 
tion is most readily induced by rapidly repeated electric shocks 
applied to the heart. When a rapid series of weak electric shocks is 
passed through a chamber of the heart, it responds with occasional 
extrasystoles, and if the strength of the shocks be increased an 
artificial rhythm may be elicited. As the strength of the current 
is further increased the rhythm accelerates, diastole becomes 
imperfect, and finally the chamber no longer reacts as a whole, but 
apparently individual fibres take up their own independent rhythm 
—fibrillation, incoérdinate or vermicular contraction, or delirium. 
When this stage is reached, the chamber no longer expels its contents, 
and if the ventricle is the chamber involved, the circulation ceases 
and death results unless the normal rhythm returns. A number 
of poisons in large quantities have similar results—digitalis group, 
aconitine, barium, etc.—and it seems not unlikely that some cases 
of sudden death from “heart failure’ are due to the ventricle passing 
into fibrillation. In dogs dying suddenly in the course of ¢hloro- 
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form anesthesia, | have sometimes observed this fibrillation of the 
ventricle when the thorax was opened immediately. 

When the auricle passes into fibrillation, the effects are not so 
serious, for the auricle is not essential to the circulation, and auric- 
ular fibrillation may last for hours in animals without serious con- 
sequences. When the electric stimulation of the auricle is of short 
duration, the chamber resumes its normal contraction immediately, 
but if the stimulation be continued for some time or if it be repeated, 
the fibrillation persists for some time after the electrodes have been 
removed, and after prolonged stimulation the phenomenon may 
continue for hours. Fibrillation of the auricle may be induced by 
the same poisons as that of the ventricle, and I have seen it occur in 


| 

Fic. 1.— Tracing of the movements of the right ventricle (lower) and right auricle of the 

dog. To the right of the arrow, normal movements; to the left, auricular fibrillation from 
electrical stimulation of the auricle. 


dogs from stimulation of the vagus. During fibrillation the auricle 
ceases to expel its blood and dilates widely. (Fig. 1.) ‘The appearance 
of the chamber is very characteristic, but it is difficult to picture it 
unless it has been seen; instead of the short shock contraction which 
is characteristic of the normal auricular movement, one sees a quiver- 
ing surface, each fiber of which seems to act independently of the 
others. A somewhat similar quivering is sometimes seen in the 
tongue and may be more familiar to you. Impulses continue to 
pass from the auricle to the ventricle as fast as they can be trans- 
mitted through the connecting band of His, but they are irregular, 
no two beats occurring at the same interval, and the strength of the 
contractions varying extremely. In particular there is no definite 
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relation between the strength of the contraction and the preceding 
pause. ‘These irregularities are, of course, reflected in the radial 
pulse and in the apex tracing. In 1800, I suggested that the tracing of 
the arterial pulse in the dog (Fig. 2) during auricular fibrillation pre- 
sented a striking similarity to the ae known clinic ‘ally as delirium 
cordis, and two years later I had the opportunity of examining a case 
of rapid irregular rhythm in a patient, which appeared suddenly, 
lasted for an hour or two, and then changed to the normal rhythm 
for some hours (paroxysmal tachycardia). ‘The sphygmographic 
tracing presented such a marked similarity to that obtained from 
dogs during auricular fibrillation that I concluded that in this patient 
the cause of the irregularity was the same—auricular fibrillation. 


Fic. 2.—Tracings from carotid of dog. The lower represents the normal pulse; the upper 
was taken during fibrillation of the auricle from rapid electrical stimulation. (Cushny and 


Edmunds.) 


Unfortunately the method of taking the jugular pulse was unknown 
to me at the time (1901) and there was no way of confirming my 
diagnosis. When I and Edmunds published this view in 1906, 
it was received with sympathy but incredulity by several writers on 
irregularity of the heart, the difficulty raised by them being that it 
was impossible to conceive of auricular fibrillation persisting for 
weeks or even years, while cases of tachycardia were known to have 
livedf{for this time. When I put my view to Mackenzie, he was 
struck by its applicability to a series of cases which he had described 
in which every trace of auricular activity had disappeared, and in 
which he had concluded that the auricle was entirely paralyzed. 
He agreed that my view would equally well explain these cases, in 
which he had found hypertrophy of the auricle at autopsy, which 
scarcely agreed with a paralysis of this organ; but the idea of auricu- 
lar fibrillation was new and unknown to him as to most clinicians, 
and though some mention of it may be found in his papers about 
1907, he had abandoned fibrillation for another explanation. Quite 
recently our view had been proved correct by the researches of 
Rothberger and Winterberg,* and especially by those of Lewis. 
Auricular fibrillation is a common form of heart irregularity in man, 


? Paroxysmal Irregularity of the Heart and Auricular Fibrillation, AMer, Jour, Mep, 8c 
January, 1906. 

3 Wien. klin. Woch., 1909, June 17, p. 839. 

4 Heart, 1910, i, 306, 
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in fact, is much the most common cause of serious and prolonged 
irregularity. 

It is therefore of importance to consider the characters of this 
irregularity as seen in man. And these may be stated shortly: (1) 
Very irregular pulse, the strength of successive beats bearing no 
relation to the preceding pause, and (2) disappearance of all trace 
of auricular activity in the jugular, liver, apex, and esophageal 
tracings, and in the electrocardiogram. In mitral stenosis the 
systole of the auricle is indicated by a murmur (presystolic), but 
when fibrillation is present this also disappears. ‘This condition of 
auricular inactivity was detected and first described by Mackenzie, 
to whom we owe the recognition of this form of heart disease as 
a distinct pathological entity; as far as the clinical picture is con- 
cerned, his work has not received nor needed any amplification from 
other hands. It has been known by many names, such as delirium 
cordis, nodal rhythm, ventricular form of the venous pulse, pulsus 
irregularis (perpetuus), but will, it is to be hoped, be known in the 
future by its essential feature, as auricular fibrillation. 


Carotid 


Rad. 


Fic. 3.— Radial pulse (lower) and jugular (upper) in a case of ‘‘ ventricular form of venous 
pulse” (auricular fibrillation). (Mackenzie.) 


The auricle ceases to expel its contents, and this is recorded in 
the jugular tracing by the absence of the a wave, and in long stand- 
ing cases in which the auricle has lost its elasticity entirely, by the 
disappearance of the negative wave, which in the normal tracing 
marks the auricular diastole. ‘The auricle remaining dilated through- 
out the cycle, the tracing of the vein must, in fact, be the same as 
if the jugular bulb was attached directly to the tricuspid, valves. 
The tracing obtained from it, therefore, shows the negative wave 
when the blood flows onward into the ventricle, and as this chamber 
becomes filled, the tracing rises more or less slowly to be jerked up 
suddenly when the flow is arrested by the ventricular contraction, 
and to fall again when the way is opened again by the relaxation 
of the ventricle. In the normal pulse the same thing occurs, of 
course, the ventricular systole cutting off the inflow of blood into the 
ventricle. But here there is not stasis in the veins, for the blood 
flows into the auricle and the wave v is not very marked therefore. 
‘There may be superposed on the upper part of the curve several 
waves from the reflection of the carotid pulse and other causes, but 
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the essential feature is the absence of a and its following negative 


wave. 
Wenckebach and Mackenzie have observed occasionally in the 
venous tracing a series of undulations during the pause of inactivity 
of the ventricle. It is not yet determined whether these arise from 
the feeble movements of the auricle, but it seems not unlikely that 


these may be transmitted through the swollen vein when they are 
Lewis has observed 


of the} coarse variety and the beat is slow. 
them also in the dog. 


Fibrillation 
a uae va, rae 
Fic. 4.—Jugular pulse (upper) and femoral (lower) in dog. To the left the heart is normal 
auricular fibrillation is induced by electrical stimulation and 


during three beats. Then : 
(Lewis.) 


again the normal rhythm returns in the last four beats 


Normal electrocardiogram in human heart 


Fic. 5. 


Fic. 6.—Electrocardiogram of dog during auricular fibrillation. (Lewis.) 


It remains only to consider the changes seen in the electrocardio- 
gram in this form of irregularity. When the electrical changes in 
the normal heart are recorded photogr: wphically by means of Ein- 

“ach cycle is seen to cause a series of 


thoven’s string galvanometer, 
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waves which have been lettered P, Q, R, S, T. Of these P arises 
from the auricle, and is positive, and is followed by the small neg- 
tive wave Q. Then &, a marked and sudden positive wave, followed 
by a depression, S, and a lower flat wave, 7’, all arise from the 
ventricular contraction. In auricular fibrillation in animals and in 
man, P disappears, the auricle not undergoing any active contrac- 
tion. &, S, 7’, remain unaltered in essentials though, of course, the 
periods between each group vary in length, corresponding to the 
irregularity of the ventricular rhythm. ‘The fact that R, S, 7 
remain practically unaltered indicates that the ventricular contrac- 
tion originates at the normal point and follows the normal course, 
and suggests that it is the response to an impulse descending from 
the auricle by the normal path through His’ bundle. So far we have 
not progressed much further than with the jugular tracing which 
also shows the a to be absent. The convincing feature obtained by 
the electrocardiogram is the presence of a new series of undulations 


Fic. 7.— Electrocardiogram of patient during fibrillation of the auricle. (Rothberger and 
Winterberg.) 


(450 to 900 per minute) on the curve, whether this is obtained from 
animals in fibrillation or from patients. ‘These are seen throughout 
the electrocardiogram as far as they are not obscured by its other 
features and occur in no other known condition in either animals 
or man. ‘They continue during the period of inactivity of the ven- 
tricle, and are more pronounced when the galvanometer is connected 
with the skin over the auricles than when the leads are taken from 
other parts of the heart. In fact, they may be little marked when the 
current is led off from the ventricles. And they are most marked of 
all when the fibrillating auricles of the dog are directly connected 
with the galvanometer. When the fibrillary contractions cease in 
experiments on the dog, these waves disappear, and in paroxysmal 
tachycardia in man they vanish also on the resumption of the normal 
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rhythm at the end of the paroxysm. I may be prejudiced in favor 
of a rather neglected offspring, but it seems to me that the observa- 
tions of Rothberger and Winterberg and Lewis place auricular 
fibrillation upon an indisputable basis as occurring in man and as 
being the cause of the marked irregularity of the heart in question. 
But to those who are unfamiliar with the electrocardiograph, further 
and ocular proofs may be vouchsafed. It is true that no one has 
seen auricular fibrillation in a living man, though it occurs in the 
surviving human heart when it is perfused with Ringer’s solution. 
But there is a disease in the horse marked by irregularity of the 
heart very similar to that met with in man and known as “tumul- 
tuous heart.” This lasts for months and years in the horse, but 
renders it so weak and useless that as a general rule it is shot. Ina 
horse destroyed in this way and immediately opened, Lewis found 
the auricle in fibrillation resembling that observed in dogs experi- 
mentally. ‘The condition was of long standing, the proof is ad 
oculos, that the fibrillation is the cause. 

During auricular fibrillation impulses are probably showered upon 
the auriculoventricular fibers in indefinite numbers, but these are 
capable of conveying only a certain proportion of them, and the 
rate of the ventricle is determined by the number it receives, that 
is, the number conducted by the bundle of His. As a general rule 
this is large, and the pulse is rapid (100 to 150). But in a certain pro- 
portion of cases the bundle is affected and can convey only a smaller 
proportion of impulses, and the pulse is then slow. ‘The passage 
of the impulses is irregular and this accounts for the great irregular- 
ity of the ventricular beat and of the pulse. In one case Lewis° 
observed auricular fibrillation with complete block of His’ bundle, 
so that the ventricle had its own slow rhythm, which was quite 
regular, while no sign of auricular beat could be found in the venous 
tracing; the case, in fact, was a typical one of heart block as far as 
the ventricle was concerned, and differed from the ordinary type 
only in the auricle fibrillating; frequent attacks of unconsciousness 
were observed in this case as in ordinary heart block in which the 
Stokes-Adams syndrome is presented. 

Fibrillation of the auricle thus playing an important part in car- 
diac disease in man, it is of interest to note any further points known 
regarding it in animals, in which it has long been recognized. It 
may be caused by stimulation of the auricle with rapid electrical 
shocks, or by the use of certain drugs which act on the heart muscle, 
such as digitalis or barium in large doses. It is also induced 
occasionally by stimulation of the vagus in dogs, and stimulation of 
this nerve seems to favor its development generally, for Winterberg” 
found that weaker stimulation of the auricle caused fibrillation more 
readily during vagus stimulation than in other conditions. In a 
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number of my earlier experiments on the heart I found the auricle in 
fibrillation and attributed this to reflex stimulation of the vagus. 
When fibrillation of the auricle has been developed, vagus stimulation 
in rare cases appears to arrest it, and in others renders the movement 
a finer one, but apart from this smaller movement it has no obvious 
result as far as the auricle is concerned. Vagus stimulation slows 
the ventricle, however, during auricular fibrillation, and renders 
the rhythm less irregular; this slowing of the ventricle arises from 
fewer impulses reaching it from the auricle from the passage through 
His’ bundle being rendered more difficult through the inhibition. 
If the stimulation is strong in fact, complete heart block may be 
induced in some animals, and the ventricle then beats with a very 
slow and regular rhythm. 

In man stimulation of the vagus by pressure on it in the neck has 
the same effect, the rate of the pulse slowing to a marked extent 
(Wenckebach)*, but the fibrillation continues and the rapid rhythm 
returns when the stimulation ceases. Removal of the vagus influ- 
ence by giving atropine quickens the pulse but does not remove the 
irregularity except in very rare cases, its only effect being to facili- 
tate the descent of impulses through His’ bundle. ‘The accelerator 
nerves seem to have little effect on the fibrillation, but may retard it 
to some extent (Winterberg). 

The etiology of the condition in man is not yet determined, in 
fact its existence has been definitely proved only within the last 
year. In certain cases, as for example, that first described by 
Edmunds and myself, the attacks of fibrillation come on and re- 
lapse to ordinary rhythm so suddenly that one is disposed to regard 
them as due to some nervous influence, and since in animals vagus 
stimulation favors fibrillation and may induce it, I think it is justi- 
fiable to regard some of these cases as of nervous origin, as, indeed, 
we did in our first case. 1 am encouraged to this view because Hering 
found in one case that atropine, by removing the vagus action, 
restored the regular rhythm. Rothberger and Winterberg suggest 
that in early cases in which the fibrillation is not fully established 
the action of the vagus may be essential to its maintenance, and 
the removal of this favoring condition by atropine may be sufficient 
to restore the normal rhythm. When the fibrillation is fully devel- 
oped, however, atropine does not arrest it. In other cases fibrillation 
occurs after the presence of more or less numerous auricular extra- 
systoles have been observed for some time previously; these extra- 
systoles indicate an abnormal irritability of the auricle muscle and 
the fibrillation is merely a further development of this condition. 
In animals, stimulation of the auricle with weak shocks causes 
extrasystoles and under stronger stimulation fibrillation is developed. 
In some cases both these factors, inhibition and abnormal irritability, 


7 Brit. Med. Jour., November 10, 1910, p. 1604; Fig. 17. 
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may contribute to the result. Thus in two cases which I have seen 
there was an extremely rapid regular pulse running to over 200 per 
minute, the rapidity being due apparently to extreme irritability 
of some point in the auricle which had taken up the rhythmogenic 
function. In both these cases digitalis slowed the pulse and at the 
same time induced short phases of fibrillation; I suggest that here 
the two factors of excessive irritability of the auricle and inhibition 
(from digitalis) were present and the fibrillation resulted. In ; 
third case, in which the pulse was regular and rapid (90 to 100), 
digitalis in large doses induced sudden auricular fibrillation with a 
slow pulse (60 to 70), which after some hours as suddenly assumed 
its former rate and rhythm. Here I cannot help thinking that the 
arrhythmia was induced by the inhibitory action acting on a very 
excitable auricle, the excitability perhaps being due to the muscular 
action of digitalis. 


Ar 


Fic. 8.— Radial and jugular tracings in patient during auricular fibrillation; (a) before 


treatment, (6) after treatment with digitalis. 


Fibrillation may be suddenly developed and pass off again in a 
few minutes or a few hours or days; it is, in fact, present in many 
‘ases of paroxysmal tachycardia, though perhaps not in all. On the 
other hand, it may persist for many years, in some cases not inter- 
fering with ordinary avocations, but generally reducing the patient 
to a more or less invalid existence. In some cases sudden death has 
occurred probably from the fibrillation extending to the ventricle. 

The diagnosis may be made with a fair amount of accuracy from 
the radial pulse alone. No condition is known in which the same 
degree of irregularity and the same variation in the strength of the 
contractions with respect to the interval preceding them are met with. 
On the other hand, in young persons, fibrillation may be present 
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without any striking irregularity of the pulse. But an absolutely 
certain diagnosis requires the use of the jugular tracing. When 
there is no a wave in this and the radial pulse has the characteristic 
irregularity the condition is certainly auricular fibrillation. 

As regards the treatment of the condition, no disease of the heart 
responds so satisfactorily to digitalis and its allies as auricular 
fibrillation. In fact, were it not for its almost specific action in 
fibrillation it may be questioned whether this series would enjoy 
the reputation it has in heart disease. But not all cases of fibrilla- 
tion react thus brilliantly to digitalis; the slow irregular heart in 
which fibrillation is accompanied by impaired conduction is com- 
paratively little improved. ‘The condition which responds to digitalis 
most readily and satisfactorily is the rapid irregular heart of old 
rheumatic disease, in which fibrillation is present along with good 
conductivity through the bundle of His and a readily responding 
ventricle. Here digitalis reduces the pulse rate rapidly from 120 


Fic. 9.—-Radial (lower) and apex (upper) tracing in fibrillation treated with large doses 
of digitalis. Coupled beats (begeminus) are seen in the apex tracing, but the extrasystoles 
are too weak to cause a pulse in the radial. 


to 150 to 60 to 70, and as the pulse falls the whole of the symptoms 
improve. If the drug be pushed the pulse continues to fall and may 
reach 40 to 50. Beyond this digitalis generally induces other 
symptoms from the gastro-intestinal tract so that its dose has to be 
reduced. If it is abandoned altogether the previous condition soon 
returns, often in a less marked degree, and we have found it advisable 
to continue the treatment for many months. Digitalis does not arrest 
the fibrillation of the auricle, but it certainly reduces the number 
of impulses which reach the ventricle and thus lessens the rate 
of that chamber. I am not convinced that this reduction of rate, 
which is undoubtedly mainly inhibitory in nature, is the only 
effect of digitalis, though it is the only one which we can ascertain 
with certainty at present, and undoubtedly plays an important role 
in the action. 

When digitalis is administered in auricular fibrillation and the 
pulse is slowed, the rhythm becomes more regular and the beats 
more equal in strength, though complete regularity is not attained 
unless complete block is induced. If the drug is pushed a curious 
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new form of irregularity often presents itself in coupled beats or 
continuous bigeminus in which each beat of the ventricle that arises 
in the normal way from an auricular impulse is followed by a con- 
traction arising from the ventricle itself. 

In connection with the treatment of fibrillation with digitalis, I 
may again remind you that an attack of this condition may in certain 
circumstances be precipitated by this drug. 

In animal experiments various other measures have been found 
useful in arresting fibrillation, but these are all inapplicable in human 
patients. ‘Vhus I have found that cooling the heart with iced saline 
is often successful, while Gottlieb found that camphor perfused 
through the vessels seemed to have some effect in retarding its 
development. Hering recommends the perfusion of potassium 
chloride until the heart ceases all movement, and then restores it 
by means of Ringer’s solution perfused through the coronaries. 
I merely mention these methods to show their inapplicability, so 
that no one may be induced to attempt the treatment of this con- 
dition by means of potassium salts. 


PERFORATED ULCER OF THE STOMACH AND DUODENUM. 


By Grorce G. Ross, M.D., 
SURGEON TO THE GERMANTOWN HOSPITAL; ASSISTANT SURGEON TO THE GERMAN HOSPITAL, 
PHILADELPHIA 


WITHIN the past two years I have had four cases of perforating 
ulcer of the stomach or duodenum, several of which show points of 
marked interest in reference to the diagnosis, treatment, and end 
results. ‘They are as follows: 

Case I.—Mr. Samuel M., referred by Drs. Ullom and Johnson, 
was admitted to the Germantown Hospital September 17, 1908. He 
gave a history of chronic dyspepsia, associated with vomiting and 
localized pain in epigastrium. He had been a sufferer from these 
symptoms for years. At 11 a.m. on the morning of admission he 
was seized with sudden, agonizing pain in the upper abdomen. 
The pain, which was extremely severe, radiated to the back and 
seemed to have its point of greatest intensity in the right iliac 
fossa. His abdomen was generally rigid, being most marked 
in the epigastric region. He was exquisitely tender over Mc- 
Burney’s point. ‘There was no very great tenderness of the upper 
abdomen. He was operated on at | P.M., two hours after the onset 
of the attack. When the peritoneum was opened, gas and gastric 
contents escaped. The greatest quantity of fluid and debris was 
found in the right iliac fossa, although there were large quantities 
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throughout the peritoneal cavity. A hole large enough to thrust 
one’s thumb through was discovered in the duodenum, one-half 
inch from the pylorus. ‘This was closed by through-and-through 
sutures and oversewn with two layers of Lembert’s suture. ‘The 
drainage was placed through the wound to the site of the perforation 
and there was drainage through a button-hole incision above the 
pubes. For the first forty-eight hours after operation the patient 
had anuria, after which time the kidneys began to functionate. 
There was no evidence of either leakage or peritonitis. ‘The 
material from the drains consisted of serum, with a small amount 
of stomach contents. Gastro-enterostomy was not done on this 
patient for the reason that the anesthetist reported the man as dead 
when the perforations had been closed. I believe, in view of the 
subsequent events, that had it been possible to have performed a 
gastro-enterostomy, the man might have recovered. 

Seven days after the primary perforation the patient had a second 
perforation, with the same characteristic symptoms, resulting in 
death. ‘The postmortem examination showed that there had been 
no leakage through the original perforation, and, while there was 
very little healing, the stitches had held it tight. ‘The second per- 
foration had occurred three-fourths of an inch from the first one, 
and when the duodenum was opened it was discovered that both 
perforations had occurred in the same ulcer, which was horseshoe- 
shaped, corresponding to the curve of the duodenum. ‘There were 
four other ulcers of the duodenum. Dr. Ullom examined the speci- 
men under microscope and discovered no malignant change. 

Case II.—-Virgil H., aged forty years, was admitted to the Ger- 
man Hospital November 11, 1908; discharged January 16, 1909. 
The history was unfortunately overlooked and can be remembered 
only in outline. The family history is unimportant. For some 
years the patient had been troubled with indigestion, distress after 
eating, and pain in the epigastrium, with eructations of gas and 
occasionally nausea and vomiting. He had been treated palliatively 
and had tried sanatorium treatment at Battle Creek and the use 
of health foods without success. ‘Ten days before admission the 
patient, while walking along the street, was seized with severe pain 
in the hypochondrium, radiating to the back and the right chest, 
accompanied with nausea and vomiting, and since then he has 
had chills, fever, and sweats. Bowels regular. Deep breathing 
gave him pain in the right hypochondrium. He gradually became 
greatly prostrated and weak. ‘There was a tender localized mass in 
the region of the gall-bladder and a tentative diagnosis of empyema 
of the gall-bladder was made. 

On November 12, under ether anesthesia, an incision was made 
through the upper right rectus. ‘The pylorus and duodenum were 
found plastered tightly to the under surface of the liver, which was 
itself quite adherent to the abdominal wall. Upon gently releasing 
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these adhesions, a large subphrenic abscess was encountered lying 
beneath the right vault of the abdomen, and a considerable quantity 
of yellowish, foul-smelling pus was evacuated. ‘There was some 
soiling of the general peritoneal cavity. On the anterior surface of 
the stomach, about three inches from the pylorus, a small perfora- 
tion was found, which had been closed by the adhesions which 
bound the stomach to the edge of the liver. The edge of the per- 
forated ulcer was turned in by chromic gut suture and oversewn 
by Lembert sutures of linen thread. The abscess cavity was 
drained by a rubber tube, emerging through the anterior wound, 
and a tube was also inserted through a counter puncture through the 
right loin. ‘Three pieces of gauze were placed about the stomach, 
pylorus, and subhepatic surface. Fearing soiling of the lower ab- 
domen, a glass tube was inserted in the pelvis through a suprapubic 
stab. The incision was partly closed by through-and-through 
sutures of silkworm gut. 

The patient recovered without any unusual symptoms, and upon 
leaving the hospital had a small discharging sinus above the pubis. 

Five months after the date of operation a piece of gauze one inch 
wide by five inches long was passed through the suprapubic sinus, 
which had persisted since the removal of the glass drainage tube. 
It was a piece of gauze of the tube dressing which had been cut thin 
at one place and had become separated ‘and at the next dressing 
had been pushed through the tube and left there when the tube was 
withdrawn. Since this time all tubes at the German Hospital are 
dressed with selvage gauze. 

On the day of admission the leukocyte count was 25,280 and the 
hemoglobin 58 per cent. ‘The urine showed a slight trace of albumin 
and casts for three weeks after the operation. A culture from the 
pus at the time of operation showed staphylococcus. 

Case III.—Andrew B., aged fifty-five years, was admitted to the 
Germantown Hospital January 16, 1909; discharged January 23, 
1909. The family and early personal history is of no importance. 
For six months prior to admission the patient had been suffering 
from dyspepsia. ‘I'wo vears ago he had a serious and severe acci- 
dent, sustaining fractures of the ribs, clavicle, and right leg. At 
half after four o'clock on January 15, 1909, while in a barber chair, 
the patient was seized by a sudden, sharp, severe pain in the upper 
right abdomen. He was able to walk to his home about one block 
away. Family remedies failing to give relief, he sent for Dr. Funk 
about 7.30 p.m. At this time his greatest pain and tenderness had 
localized in the right iliac fossa. On admission he had marked ten- 
derness and rigidity in the right iliac fossa. ‘Temperature, 100.2°; 
pulse, 100, and respiration 32. 

He was operated on at once, an incision being made through the 
right rectus muscle, as we believed we had an appe ndiceal abscess 
to deal with. As soon as the peritoneum was incised, gas and pus 
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escaped from the cavity. A congested appendix containing blood- 
clots was removed. The incision was enlarged upward and plastic 
exudate was found under the liver and about the stomach. A _per- 
forated ulcer was found on the anterior surface of the lesser curvature 
of the stomach which was closed by chromic gut suture, and over- 
whipped by Lembert suture of silk. Cigarette and gauze drainage 
was inserted at the upper end of the incision and a glass drainage 
tube was inserted into the pelvic cavity. The wound was sutured 
between the drains. The patient apparently held his own until 
November 22, 1909, and then failed rapidly and died November 23, 
1909, at 6.30 P.M. 

Postmortem Examination. The ulcer in the stomach which had 
been sutured was found healed. A perforated ulcer was found in the 
duodenum about 2 em. from the pylorus. ‘There was considerable 
pus in the peritoneal cavity, and the intestines were matted together 
by plastic exudate. An indurated and suppurating area was found 
in the lower lobe of the right lung. 

This case illustrates several important aspects of peptic ulcer: 
(1) ‘The combined peptic ulcer of the stomach and duodenum; and 
(2) a primary perforation of a gastric ulcer and a subsequent 
perforation of a duodenal ulcer. Here again the value of a 
gastro-enterostomy presents itself. ‘Temporary drainage by gastro- 
enterostomy might have prevented the second perforation. 

Case 1V.—Joseph A., aged thirty-four years, born in Russia, was 
admitted to the German Hospital as a case of acute appendicitis 
with beginning peritonitis. ‘The patient had felt well, aside from a 
poor appetite, until 2.30 p.m. on the day of admission.‘y He had a 
piece of meat and tea for breakfast; nothing for dinner. At 2.30 
p.M. he drank a glass of soda water and almost immediately was 
stricken with extremely severe pain across the right upper abdomen, 
which radiated into the right side of the back. ‘There was some 
general abdominal pain but it was most intense in the upper abdo- 
men. He was weak and perspiring profusely. He was doubled 
up like a jackknife, but obtained no relief. The bowels moved well 
in the middle of the forenoon. No definite gastric history could be 
obtained. ‘I'wo weeks ago the patient began to belch up a little 
gas, and his appetite was poor. He complained of an occasional 
vague pain in the epigastric region. The only noteworthy thing 
about this pain was that on several different occasions it was re- 
lieved by vomiting. ‘The patient never noticed blood in the vomitus 
or stool. No history of gall-bladder or appendiceal symptoms. 

On admission, at 5.30 p.m., the patient had an anguished coun- 
tenance, was restless, and complained of paroxysmal abdominal 
pain of severe character. Features were thin; his respiration was 
rapid and thoracic in type. Abdomen scaphoid, with board-like 
rigidity in the upper half; less marked but present in the lower half. 
Extreme tenderness above umbilicus, less marked below this point. 


: 
| 
— 
l 
| 
1h 
is 
a 
{ 
sal 


ROSS: PERFORATED ULCER OF STOMACH AND DUODENUM S41 


No more tenderness existed over appendix than in correspending 
point on the left side. Liver dulness extended from the sixth rib to 
costal margin. ‘The flanks were clear and soft, but a tender tym- 
panitic swelling corresponding to the size and shape of the inguinal 
canal was found in that area on the right side. ‘This felt like fluid 
under pressure and was easily reduced, but returned immediately 
on the release of pressure. 

An operation was performed, with the diagnosis of perforated 
peptic ulcer. ‘The patient took ether badly and in large quantities. 
On making an incision through the right rectus, some yellow, 
cloudy fluid was seen, and the bowel was slightly congested and 
distended. ‘The appendix was examined and found negative, but 
it was removed in the usual fashion, but with some difficulty, 
on account of the high incision. The stomach examination was 
negative. ‘The duodenum was examined and a large indurated ulcer 
was found in the anterior surface of the duodenum about 1 cm. 
from the pylorus. ‘The ulcer was about 3 cm. in diameter. In the 
centre of it was a small pinhead perforation through which was 
escaping gas and fluid. A large gray area about 1.5 cm. in diameter, 
surrounding the perforation, was just about ready to slough out. 
The whole area was turned in with silk sutures, but this was diffi- 
cult, on account of the poor quality of the tissue. A posterior 
gastro-enterostomy was done in the usual manner. A glass tube 
was inserted into the pelvis through a suprapubic incision and 
about 50 ¢.c. of cloudy yellow fluid was withdrawn. ‘The tube was 
removed. ‘The neighborhood of the perforation was mopped gently 
and the upper incision closed by tier sutures. ‘The Fowler position 
and the Murphy treatment were employed after the operation. ‘The 
further course was uneventful. 

On admission the temperature was 99°, the pulse 84, and the 
respiration 26. A culture from the free abdominal fluid, made on 
November 22, was sterile. Examination of the appendix showed 
chronic interstitial appendicitis. 

There is not any condition which the abdominal surgeon is called 
upon to treat in which prompt diagnosis, properly instituted treat- 
ment, and correct operative technique are more essential than in 
perforated ulcer of the stomach and duodenum. Ulcer of the 
stomach and of the duodenum can be considered together, not only 
because their pathology is practically identical, but also because, in 
view of the close relations of the two organs and their practically 
identical relations to other abdominal organs, the symptoms of 
perforation and the treatment thereof are practically the same. 

‘THe FREQUENCY OF PERFORATION. ‘The frequency of perfo- 
ration of either gastric or duodenal ulcer is almost impossible to 
determine with any degree of accuracy. It has been estimated! 


1 Pariser and Linder. Quoted by Deaver and Ashhurst 
VoL. 141, No. 6 JUNE, 1911 28 
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that 7 per cent. of gastric ulcers will perforate. It is very doubtful 
if this could be verified. Clinically, the number of perforations in a 
series of cases of gastric ulcer not previously treated surgically, will, 
I believe, be found to be considerably higher. 

Upon duodenal ulcer there are practically no reliable statistics 
as to the frequency of perforation. It should also be borne in mind 
that up to the last few years many ulcers which were doubtless 
duodenal had been classed among “gastric ulcers of the pyloric 
region.” ‘Thus, some years ago duodenal ulcer as compared to ulcer 
of the stomach was considered rare; whereas now many operators, 
such as Mayo,’ Moynihan,’ and Mayo Robson, whose experience in 
surgery of the upper abdomen is most extensive, now regard it as 
being more frequent than gastric ulcer. William Mayo has called 
attention to a possible explanation of this. In the Miitter Lecture 
before the College of Physicians of Philadelphia in 1908, he drew 
attention to the fact that the dividing line between the stomach 
proper and the duodenum is indicated by a sharply defined but not 
generally recognized line, recognizable superficially by the course of 
the pyloric veins. Previously the distinction between the duodenum 
and the stomach had been upon general lines, and in doubtful 
cases the diagnosis of gastric ulcer had been preferred to that of 
duodenal ulcer. 

It must be stated, however, that in many series of perforated 
ulcers of the stomach and duodenum the number of perforated 
gastric ulcers is so far in excess of the ulcers of the duodenum that 
it seems doubtful whether duodenal ulcer is really so frequent as 
is stated by Mayo and Mayo Robson. ‘Thus, in the experience of 
Miles,* who published the largest series of perforated ulcers of the 
stomach and duodenum which have occurred in any one individual 
practice, of 46 perforated ulcers but 10 were duodenal, while 36 
were gastric. In a series of 13 cases of perforated peptic ulcer 
operated upon at the German Hospital since 1904, 10 were duodenal 
and 3 gastric. 

LOCATION OF THE PERFORATION. ‘The location of the perforation, 
both in the stomach and duodenal ulcer, is almost invariably on 
the anterior surface of the organ affected. Perhaps this is because 
the anterior surface lacks the same support that is given by the 
underlying structures to the posterior walls. ‘Thus, in statistics 
collected by Ashhurst and Deaver,’ 60.5 per cent. of duodenal ulcer 
perforations were upon the anterior wall, while the same was true 
of 71+4- per cent. of gastric ulcers. By far the greatest number of 
duodenal ulcers were in the first part of the duodenum. 


2 Jour. Amer. Med. Assoc., 1908, p. 556. 

3 Medical Press and Circular, London, 1908, n. s., Ixxxvi, 110. 
4 fdinburgh Med, Jour. 1908, n. s., xx, 106-117. 

6 Surgery of the Upper Abdomen, 1909. 
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SYMPTOMS OF PERFORATION OF GASTRIC AND DUODENAL ULCERS. 
‘The symptoms of the perforation of an ulcer of the stomach or duo- 
denum vary. A perforation may be either acute or rapid, chronic 
or slow. Rapid perforations are particularly those in which the 
rupture of the viscus takes place into the free abdominal cavity so 
suddenly that no restraining barriers of adhesions have been pre- 
viously formed. Such were Cases I, II, and IV of the series which 
I report. 

The symptoms of a rapid gastric or duodenal perforation are 
very similar. ‘The first indication of perforation may come at the 
time of the actual perforation, although in a certain number of in- 
stances premonitory signs, such as epigastric fulness and distress, 
make known the fact that there is some unusual disturbance of the 
diseased area. 

Whether or not these premonitory signs are present, the first 
important symptom is a sudden sharp and agonizing pain referred 
to the epigastrium. ‘The patient is invariably prostrated by the 
pain. Moynihan mentions several instances in which patients ap- 
parently succumbed to the shock caused by the extremely severe 
initial pain. ‘The pain is, as a rule, well localized to the epigastrium, 
but may be referred, as in Case LV of the present series, where it 
was referred to the right dorsal region. After a comparatively 
short time the most acute pain leaves the patient, but he still has a 
marked feeling of pain, tenderness, and heaviness in the epigastrium. 
Vomiting in duodenal ulcers is so uncertain that it is not a symptom 
of the first importance. Hematemesis is rare in duodenal ulcers but 
comparatively common in gastric perforation. Elder, however, has 
reported a case of acute duodenal perforation in which the patient 
vomited bright red blood. This symptom is deceptive and hardly 
worthy of very great attention. 

It was formerly stated that almost invariably there followed im- 
mediately with or after the pain a condition of shock. It is doubt- 
less true that we find extreme prostration and weakness of the 
patient. ‘The face is drawn and anxious, the patient perspires 
freely, and is somewhat pale or even slightly cyanosed in appearance. 
But as regards the pulse, temperature, and respiration, there is no 
evidence of shock until later, when a beginning septic peritonitis 
may give those symptoms. ‘Thus, in Case IV, we find in an acute 
duodenal perforation, seen early, a temperature of 99° F., a pulse 
of 84, and respirations of 26 to the minute—certainly not significant 
of what is ordinarily considered as shock. ‘The subjective symp- 
toms, however, are not more important than those which we can 
discover upon thorough examination of the patient. 

Abdominal palpation reveals an abdomen in which there is 
board-like rigidity of the recti, especially the right, and most marked 
in the upper abdomen. ‘This extreme rigidity, which I have noted 
in my cases, is the most important diagnostic feature. ‘The rigidity 


g 

4 

4 


844 ROSS: PERFORATED ULCER OF STOMACH AND DUODENUM 


accompanying perforated ulcer in the upper abdomen far exceeds 
that of anything but a most unusual appendicitis or gall-bladder 
lesion. In association with the rigidity we find early an abdomen 
which may be somewhat scaphoid, but as soon as the peritoneal 
reaction sets in distention begins. ‘The abdominal muscles are 
held rigid to protect the underlying diseased area. The diaphragm 
is also in close relation to the infec ted field, therefore we find, as 
we would expect, that the patient’s respirations are shallow and 
thoracic. ‘This is due to nature’s effort to put a muscular splint upon 
the whole peritoneal area surrounding the acute lesion. With the 
marked rigidity of the upper abdomen we note a general abdominal 
rigidity also—and one which gradually increases as the products of 
peritoneal infection spread over the whole abdomen. 

Tenderness in the epigastrium in cases of perforation is to be 

marked early and is most severe. It has been stated that in duo- 
denal perforation the tenderness is somewhat more to the right of 
the median line, while in perforations of the stomach it is to the 
right if the pyloric or prepyloric area be affected, and to the left 
if the lesion be in the body or either one of the curvatures of the 
viscus. ‘The area of greatest tenderness, however, in either gastric 
or duodenal pe may be about the ‘us, and even 
been referred to either iliac fossa, particularly, at times, to the right 
one. Leukocytosis is not always present immediately after the per- 
foration, but appears as soon as peritonitis is in full activity. As it 
is an accompaniment of so many acute intra-abdominal inflamma- 
tory conditions, its usefulness is negligible and its only true value 
is as an indication of the patient’s resistance. Moynihan and 
some others lay the very greatest stress upon anamnesis in the 
diagnosis of acute duodenal ulcer, and state that when a history of 
previous duodenal ulcer has not been obtained in those cases in 
which a perforated ulcer has been found, it is because the history 
has not been taken with sufficient care. In all my cases there was 
at least some history of gastric or digestive disturbance. Yet Elder,* 
Watson and Korte,’ and many others mention instances in which 
the previous history does not point to ulcer of any sort. Korte, in 
a report of 18 gastric perforated ulcers and 1 duodenal perforated 
ulcer, says that of the 19 cases, 2 gave a history of very slight pre- 
vious trouble, while 4 gave absolutely no history of disease in the 
upper digestive tract. We must make our diagnosis in acute per- 
foration, then, largely upon the history of the immediate condition 
which causes the patient to seek treatment. 

Case III of my series represents the class of subacute or slow 
perforations. ‘These, as may be expected, are more common pos- 
teriorly where the adjacent viscera furnish support to the stomach 


* Annals of Surgery, 1906, xliii, 390, 
7 Archiv f, Chirurgie, vol, Ixxxi; Berl. klin. Wehnschr., 1907, xliv, 226. 
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and duodenum, and act as limiting structures to prevent the spread 
of infectious materials. In Case III, however, the ulcer was ante- 
rior. When a gastric or duodenal ulcer perforates subacutely, the 
symptoms are, as a rule, more protracted and less severe than in 
acute perforation. ‘lhe course of the lesion subsequently is entirely 
different, for instead of the onset as a general or diffuse peritonitis, 
we have the formation of a localized abscess, sometimes anterior but 
usually subphrenic. ‘The latter term as used generally will include 
also abscesses which have no real nearness to the diaphragm but 
are merely intraperitoneal abscesses of the upper abdomen. Mayo 
Robson states that perforated gastric ulcer is the most frequent 
cause of subphrenic abscess—a statement that Deaver does not 
agree with, as in his experience appendicitis is the most common 
cause. 

In addition to the general signs of perforation in such instances, 
we would have the local signs of a circumscribed collection, particu- 
larly if this be anterior. ‘he whole course of the illness is less acute, 
and since the patient does not develop an acute and rapidly spread- 
ing peritonitis, we have the clinical picture of localized abscess, 
with systemic infection of the septic type. Chills, irregular fever, 
sweats, leukocytosis, ete. 

DIFFERENTIAL DiaGNnosis. ‘The differential diagnosis of per- 
forated gastric and duodenal ulcer is, as a rule, not difficult. There 
are, however, certain conditions which must be eliminated. Biliary 
colic may give pain almost as severe, and even temporary prostra- 
tion as marked as that of perforated ulcer, but the subsequent hour 
or two with the failure of the case to show evidence of upper abdom- 
inal peritonitis will surely clear the diagnosis. Rupture of the 
gall-bladder is rare in the absence of definite history of previous 
enlargement and inflammation of the viscus. It is also absolutely 
far more rare than rupture of gastric or duodenal ulcer. Should it, 
however, occur in any instance in which the previous history did 
not point to a gall-bladder condition, I hardly see how it could be 
absolutely differentiated. In either case operation is indicated, so 
that the distinction is of no great importance. ‘The conclusion that 
the primary pain of perforating ulcer cannot always be distinguished 
from that caused by disease of the biliary organs has been voiced 
also by Van Swerigen.* 

The ileus may be considered to be the point of origin of the sudden 
severe pain. It should not, I believe, be difficult to differentiate 
even the most suddenly beginning intestinal obstruction from per- 
forating ulcer. But it is interesting to note in this connection that 
in a series of 11 cases reported by Van Khantz," 2 were supposed to 
have had their symptoms caused by obstructions at the site of an 


8 Jour. Amer. Med. Assoc., Chicago, 1908, li, 405, 
® Archiv f, klin, Chir., 1908, Ixxxv, 700-717 
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old hernia. Probably poor history taking and rapid and superficial 
examination account for this error. 

Menstruation is mentioned by Moynihan as having three times 
in his experience given symptoms which led to the diagnosis of per- 
forated gastric ulcer. ‘This, however, is a most unusual error in 
diagnosis. Perforation of malignant growth of the large and small 
intestines cannot, of course, be accurately diagnosed or distinguished 
from other abdominal perforations unless previous history and ex- 
amination point definitely to their existence. 

Perforated jejunal peptic ulcer is identical in pathology and 
anatomy, and therefore also in symptomatology and treatment, to 
perforated gastric and duodenal ulcer. 

Acute appendicitis is the diagnosis most frequently made where, 
in cases of perforated gastric and duodenal ulcer, a correct diagnosis 
has not been made. One of the four cases of my series was so 
diagnosed before being sent into the hospital. ‘That this is not 
unusual will be seen hy the appended table: 


Cases of Diagnosis 
Operator perforated of 
or reporter. ulcer, appendicitis, 


The reason for this is twofold: (1) Acute appendicitis is the most 
common cause of intraperitoneal acute inflammation; and (2) per- 
forated gastric and duodenal ulcer when discharging fluid or causing 
peritoneal infected fluid to form is, as a rule, so located that the 
fluids will gravitate toward the right iliac fossa. 

Maynard Smith,” in a series of experiments carried out upon the 

‘adaver, found that the fluid from such a source in a patient in a 
recumbent position followed the following course: (1) Downward 
in the direction of the right kidney pouch; thence (2) along the outer 
side of the ascending colon as far as the brim of the pelvis; thence 
(3) overflowed into the pelvis. Hence we can see why trouble of 
the appendix is so closely simulated, especially as Van Sweringen 
points out, after the lapse of about twelve hours. 

It must not be forgotten that perforated duodenal ulcer and acute 
perforative appendicitis may be coincident. Indeed, Graham" 
reports a case in which a perforated retrocolic appendix formed part 
of the wall of an abscess originating from a perforated duodenal 
ulcer. 

Acute pancreatitis has been mistaken for a perforated gastric or 
duodenal ulcer. ‘There is no doubt that the early distinction is 


10 Med. Record, N. Y., 1907, Ixxii, 930-934. 

1! Deutsche Zeitschr f. Chir., 1907, Ixxxvii, 443-481. 
12 Lancet, 1906, i, 895. 

Annals of Surgery, 1904, xl, 44 
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most difficult; but, as the case progresses, there is noted the gradual 
toxemia of pancreatitis, the absence of the characteristic rigidity of 
perforation, and the evidence of an infection of the omental bursa, 
and the marked symptoms of high intestinal obstruction—dia- 
phragmatic pleurisy, diaphragmatic hernia. 

Richardson” in a most careful article has drawn attention to the 
frequency with which acute intrathoracic disease simulates the 
symptoms of acute intra-abdominal lesions. 

Barnard” reports an instance in which double basal pneumania 
with a right diaphragmatic pleurisy in a patient with an unperfor- 
ated gastric ulcer gave rise to symptoms leading to a diagnosis of 
perforation. 

‘The appendix as a cause of disease simulating upper abdominal 
disease has come more and more into prominence within the last 
few years. I have already mentioned the frequency with which 
acute upper abdominal disease is diagnosticated appendicitis. While 
the reverse condition is not so common it must not be forgotten that 
appendicitis especially of the chronic variety often gives rise to 
crisis of pain referred to the upper abdomen occasionally accom- 
panied by hemoptysis (Fenwick)."® ‘The occurrence of pylorospasm 
as a result of chronic appendicitis is not common but nevertheless is 
mentioned by several authors, amongst them Deaver and Ashhurst. 
It might even be possible that an acute fulminating attack of appen- 
dicitis might give rise to the symptoms of perforated gastric or 
duodenal ulcer, but we are far more likely to find it a confusing 
element in the anamnesis when attempting to elicit a history of 
upper abdominal disease prior to the suspected perforation. 

Finally the possibility of a diaphragmatic hernia must be con- 
sidered, although this condition is practically never diagnosed during 
life except by operation. 

Hysteria or unperforated ulcer with peritonitis may all give rise 
to symptoms very closely simulating those of perforated ulcer. 

The distinction between gastric and duodenal perforation is not 
always difficult; in fact, Moynihan considers it comparatively 
easy in most instances. Sometimes the anamnesis makes the case 
clear at once. At other times the distinction is more doubtful, 
because the history is less clear. In either case the practical impor- 
tance of the matter is not very great because our treatment is the 
same for both gastric and duodenal ulcer. 

‘TREATMENT. ‘The treatment of perforated gastric and duodenal 
ulcer is in its main aspects entirely surgical. Nothing is surer than 
the fatal termination of a perforative peritonitis of the upper abdo- 
men in all but the rarest instances when a surgeon is not put in 
charge of the case. ‘The patient’s only chance for recovery under 


14 Boston Med. and Surg, Jour., 1902, i, 399. 
1S Lancet, 1902, ii, 280. 
Dyspepsia, London, 1910, p. 78. 
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medical treatment is in the formation of a localized abscess with 
spontaneous evacuation other than into the general peritoneal cavity, 
a termination so rare that it need not be considered. 

The time of election in operation for perforated gastric and duo- 
denal ulcer is at once when the case is seen. All statistics agree 
that in those instances where acute perforation takes place and the 
infection is not circumscribed, early operations are by far the most 
successful. ‘Thus, Van Khnatz had: 

Mortality, 


per cent 


5 cases operated in the first twelve hours; 3 died. 60 

1 cause operated in the first eighteen hours; 0 died. 0 

5 cases operated after the first two days; 5 died —. 100 
Or, 

In the first twenty-four hours, 6 operated; 3 died. 50 

After forty-eight hours 5 operated; 5 died . 100 


Martens” had in 11 cases 6 recoveries, all operated upon from 
two and one-half to twenty-six hours after perforation. 

Robson and Moynihan” give the following mortality in per cent. 
for perforated gastric ulcer: Under twelve hours, 28.5 per cent.; 
twelve to twenty-four hours, 63.6 per cent.; twenty-four to thirty- 
six hours, 87.5 per cent.; thirty-six to forty-eight hours, 100 per cent. ; 
ovee forty-eight hours, 51.5 per cent had evidently had time to 
localize. 

Patterson’’ in a consecutive series found in cases operated under 
twelve hours, 47 per cent. mortality; twenty-four hours, 50 per cent. 
mortality; twenty-four to forty-eight hours, 83 per cent. mortality. 

There are a number of reasons why it is of the utmost importance 
to operate early in cases of gastric and duodenal ulcer. In the first 
place, it is well known that in any peritonitis beginning in the upper 
abdomen early operation offers the patient the very best chance of 
recovery. Early operation avoids the absorption of toxins and 
anticipates the loss of the patient’s vitality caused thereby. It 
enables us to intervene when the disease process is still localized to 
some extent and has not reached the stage of general peritonitis. In 
cases of gastric and duodenal perforation it is even more important, 
however, to deal with the resultant peritonitis early than it is in 
inflammations of the lower abdominal or pelvic viscera. I have 
mentioned the path of diffusion of the toxic fluids formed or liberated 
within the upper right quadrant of the abdomen. ‘There is in so 
many instances no attempt at localization that often we have a 
rapid spread of infectious material in a purely mechanical way. 
Naturally, if we operate in the first stage of a perforation, this me- 
chanical diffusion will not be far advanced and we have to deal with 
a more or less localized peritonitis instead of one which is diffused or 
general. 


17 Deutsche med, Wehnsehr,, 1907, xxxiii, 1851. 
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Moceover, it has been pointed out by Murphy” and others that 
the diaphragmatic zone of the peritoneum is by far the most ab- 
sorptive area of the whole membrane. Infectious materials are 
absorbed with far greater rapidity by the diaphragmatic peritoneum 
than by any other portion, and not only is this true but we have 
found that the whole upper abdominal peritoneum shares to a cer- 
tain extent this great power of absorption. ‘Thus, while a pelvic 
or lower abdominal condition, such as appendicitis or salpingo- 
o6phoritis, occurs in the area in which there is a certain possibility 
of defense against toxins, exactly the reverse is true of a perforated 
gastric or duodenal ulcer. On this account, again, it is most 
important to remove both the source of infection and the infectious 
material already formed at the earliest possible moment. I have 
no doubt that when it becomes the usual thing among medical men 
and surgeons accurately to diagnose such conditions early and to 
operate at once under practically all conditions, the mortality will be 
reduced to a point far below that reached by any operator so far. 

The operation itself must accomplish three things primarily: (1) 
It must include some form of closure of the ruptured ulcer; (2) it 
must adequately provide for the drainage, etc., necessary for the 
care of the peritoneal condition; and (3) under favorable cireum- 
stances, it may seek to prevent a recurrence of the perforative 
process. It is, of course, imperative that at the time of operation 
we should locate the perforation itself. After making the incision 
into the upper abdomen, a foul fluid, possibly containing portions 
of foodstuffs, may be discovered. If this be caused by a perforated 
ulcer of the alimentary tract, we often have also an escape of gas 
from the wound. Our diagnosis is then certain. Before pro- 
ceeding any further we should at least attempt to prevent further 
diffusion of infectious materials during the operation itself by the 
proper use of large gauze pads to wall off the infected area. I am 
certain that the proper use of such barriers to infection in all oper- 
ations for localized or even diffused peritoneal infections is of the 
utmost importance. It should be our object to introduce at once 
these pads, not only so that they effectually limit the spread of pus, 
etc., during the operation, but also that by their rough introduction 
and handling they do not denude the peritoneum of its endothelial 
coat and thus give rise to the subsequent formations of adhesions. 
If the rough handling of the clean peritoneum may give rise to the 
postoperative adhesions, these are certainly more apt to form when 
infection is already present. ‘These pads also act as a sponge while 
in the general peritoneum. 

When the operative area has thus been limited we may proceed 
in our endeavor to find and close the perforation. In cases beyond 
the first few hours there is often quite an amount of plastic lymph 


2 Surg., Cynec., and Obstet., Chicago, 1908, vi, 575-598. 
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about the infected area. ‘This should be removed only when it is 
in the road of the operator; otherwise it should not be disturbed, 
as there is reason to believe that it has a protective function. ‘The 
omentum also has often come to the rescue and its adhesions should 
be gently separated so that we do not cause additional damage to 
the upper abdominal structures. Often, too, the omentum itself 
has covered the perforation and has acted as a temporary plug, 
preventing further escape of infectious material and localizing the 
peritonitis. By care in the use of our pads and careful though not 
slow operative procedures, it is often possible to complete the oper- 
ation without further spreading the pus present. 

When the perforation has been found there are several points 
which must engage the surgeon’s particular attention. In the first 
place, it is always wise to determine whether or not the perforation 
is single. It is true that multiple simultaneous perforation of the 
stomach or duodenum is the exception rather than the rule, yet 
they have been reported. Secondly, we should endeavor to make 
sure that the ulcer is not accompanied by others not yet perforated 
but about todo so. In two of my cases, both of them ending fatally, 
and the only ones so ending, death was caused by the perforation of 
a second ulcer. In Case II of perforated duodenal ulcer, a second 
perforation was found in the same viscus, while in Case III, in 
which the primary condition had been a perforated ulcer of the 
stomach, death resulted from the subsequent perforation of a duo- 
denal ulcer. Ulcers evidently about to perforate should be treated 
as if they had already done so. 

When we have found the seat of perforation, several methods of 
closure are open to us. It is my usual course to invaginate the 
ulcer as far as it is possible without occluding the lumen of the bowel 
and then to sew all layers with a continuous catgut suture, repeated 
if it is thought necessary to strengthen it. ‘lo make the closure 
tight, it is then completed by a continuos Lembert suture of fine 
linen thread. I do not believe it is essential to cut away the edges 
of the ulcer. If invagination is complete the sloughing edges will 
separate into the lumen of the bowel when healing takes place. 

Eve” has lately suggested that the ulcerated area be excised by a 
longitudinal diamond-shaped incision, such as is used in pyloro- 
plasty, and that the wound be then closed in the vertical direction, 
thus effectually avoiding narrowing the gut. In cases where such 
a narrowing seems especially likely, this method might be of use, 
but I have not as yet found it necessary. 

When we have dealt with what appears to be the only perforation 
present we should investigate the viscus carefully to see if there is 
not another perforation. Gastric ulcers are multiple in about 8 
per cent, of all cases; duodenal ulcers less frequently so; and per- 
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forations may also be multiple. Even when an ulcer has not yet 
perforated, it may be on the verge of doing so, and in that case we 
should deal with it exactly as if the perforation had already taken 
place. It must be remembered also that gastric and duodenal 
ulcers may exist coincidently, as in Case III, reported previously. 

Adequate drainage is of the utmost importance. When the ulcers 
have been closed, provided that gastro-enterostomy has not been done, 
the peritoneal cavity may be cleaned in the immediate neighborhood 
of the field of operation by mild swabbing with gauze pads. I do 
not believe that irrigation of the whole peritoneal cavity is ever 
necessary or even advisable. At its best it cannot fail to disseminate 
infectious material, though not necessarily spreading infection. 
With proper drainage and modern postoperative methods, we are 
far safer in allowing the peritoneum to take care of itself. Irriga- 
tion may do good—it has often done harm—and the chances for the 
latter overbalance the possibilities of its beneficial action. 

We are often best able to insert our permanent or postoperative 
drain before the gauze packs have been removed. Our drainage 
should do two things: Drain the original site of infection. ‘This is 
best done by a rubber tube containing gauze, with plain gauze 
about, if necessary placed through, the incision itself. This may 
be replaced by a stab wound to one side of the incision, allowing the 
latter to be closed in its entirety and thus, perhaps, making the 
abdominal wall stronger. ‘The choice must rest upon the judgment 
of the surgeon. 

K@6rte™ states that he considers a drain, as a rule, unnecessary 
but uses a pelvic drain where any drainage is indicated. I believe 
that we are usually safer in draining at the original site of infection. 
As the fluids of the upper abdomen always gravitate toward the 
pelvis, and particularly when we aid them in doing so by raising 
the patient in the bed, we should never force the pelvic peritoneum 
to deal unaided with the infectious material covering it. In all 
cases of severe, upper abdominal infection which might spread I 
employ a glass tube drain placed into the pelvis through a supra- 
pubie stab wound and leave it in for two or three days until all 
danger of general peritonitis is past. 

‘The question of gastro-enterostomy is one of great importance 
und is being largely discussed by surgeons today. Deaver and 
others claim that the drainage thus provided, be it temporary or 
permanent, will permit healing of the uleer which may exist and 
thus prevent the liability to secondary perforation. Mayo and 
Moynihan do not advocate the procedure unless the lumen of the 
pylorus or duodenum is seriously diminished, as they claim that in 
the presence of a normally patulous duodenum or pylorus the arti- 
ficial gastro-enteric opening will not functionate, and thus the object 
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sought for will not be accomplished; and, as the operation takes 
time and must be done on a patient who is already hard hit, it to this 
extent lessens the patient’s chance of recovery. This problem is 
like so many more in surgery in that it can and should be used in 
certain cases and is strongly contraindicated in others, and its suc- 
cessful use depends on the judgment of the surgeon. 

The after-treatment of perforated ulcer consists in rest for the 
part involved by the avoidance of food ingestion and peristalsis and 
by the use of appropriate measures of defence for the peritoneum. 

The patient occupies the high Fowler position so that the infec- 
tious fluid may gravitate from the absorptive diaphragmatic area to 
the safer pelvic zone. No fluid is given by mouth for thirty-six 
hours and the patient is kept thereafter on a liquid diet and semi- 
fluid for eighteen days. ‘The Murphy method of giving saline by 
continuous enteroclysis is employed routinely; otherwise the treat- 
ment is that of any section case for a grave lesion. Vomiting, and 
even nausea, if at all persistent, should be treated by lavage and 
repeated as often as it Is necessary permanently to relieve vomiting. 


THE CELLULAR ELEMENTS OF THE BLOOD IN TUBERCULOSIS. 


By Barron Liste Wricut, M.D., 
SURGEON UNITED STATES NAVY, 
AND 
Roscor W. Kina, 


UNITED STATES NAVAL HOSPITAL, LAS ANIMAS, COLORADO, 


Rep Ceiis. The various authorities upon this subject seem 
to agree in that there is but little change, if any, from the normal 
in the red count or hemoglobin percentage in tuberculosis, excepting 
in advanced cases shortly before death when both are decreased, 
sometimes to a marked degree. 

In the routine examination of the blood of cases admitted to 
Las Animas Hospital, we found this to be so uniformly true that 
we discontinued making the red count and the estimation of hemo- 
globin as routine procedures. In a large number of cases the 
reds averaged above 5,000,000 per cubic centimeter and the hemo- 
lobin 85 per cent. 

It has been found, however, that the red cells are pathological 
to the extent of resisting the hemolytic action of salt solution at 
least, and from this fact a method! of obtaining the hemolytic index 


1 The method for determining the hemolytic index is, briefly, as follows: Dilute the blood 
in the red cell pipette with an sccurate 0.35 per cent. NaCl solution. Allow to stand five or 
ten minutes, and proceed to count the visible (non-hemolysed) red cells. Usually it will be 
possible, and preferable, to count the cells on that part of the slide used for counting leu- 
kocytes. In far advanced cases the central ruled area may have to be used, 150,000 
divided by the number of cells found per cubic millimeter of undiluted blood will give the 
hemolytic index, 
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has been devised which is simple, rapid, and accurate. We believe 
the hemolytic index will prove of great value in differential diagnosis, 
but its greatest field of usefulness is in prognosis. 

‘The lower the hemolytic index the less favorable the prognosis, 
irrespective of the stage of the disease as determined by physical 
diagnostic methods, clinical symptoms, etc., though, as a rule, a 
low hemolytic index will be accompanied by the physical signs 
and symptoms of advanced tuberculous involvement, and invariably 
by a low lymphocyte percentage. ‘The normal hemolytic index 
is 1; cases in which it does not fall below 0.5 we regard as favorable, 
those not below 0.3 as guardedly favorable, those below 0.3 as 
unfavorable; in the majority of these latter cases death will occur 
in from one to ten weeks. 

PLareLets. In tuberculosis these present a normal or a reduced 
count, which is readily explained by the increased resistance of the 
red cells. It was while trying to determine the pathological cause 
of this resistance that lead one of the writers’ of this paper to dis- 
cover that the normal red-blood cell is nucleated, these nuclei 
becoming the platelets upon the destruction and disintegration 
of the red cells. 

Warre Ceutts. ‘The following data relative to the total white and 
differential counts has been obtained from 577 cases, in which the 
blood has been studied in intimate association with the clinical 
side of the cases. 

We regret that our results are somewhat incomplete, owing to the 
fact that we have not had incipient cases under treatment. ‘The cases 
being divided as follows: 133 moderately advanced cases, in which 
the local involvement was confined to the lungs, both lungs pre- 
senting lesions in each case; 412 advanced cases, in all of which 
both lungs were involved, a number of these cases presenting 
secondary involvements of joints, bone, throat, and the genito- 
urinary tract; 32 far-advanced cases, most of which presented 
terminal involvements of larynx, intestinal tract, liver, kidneys, 
spleen, and brain. Had incipient cases entered into these statistics, 
it seems probable that the only difference made in the table would 
have been a reduction of the average white count. 

Waite Count. ‘The text-books furnish us with but little informa- 
tion of value relative to the white count, simply stating that in 
tuberculosis it is slightly increased, averaging about 13,000. ‘This 
is true, but very misleading. In reality the white count steadily 
increases as the disease progresses, and, per contra, decreases as 
the disease improves. ‘The various stages of the disease can be 
determined with marked accuracy by the white count in most 
instances, thereby checking the physical and clinical findings. 
This is well shown in the table given below. 


2? King will contribute an article on the Erythrocytie Nuclei of Normal Human Blood to 
the Journal of Medical Research, vol, xxiv, No. 1. 
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Polymorphonuclear Neutrophiles. ‘The teaching has been that 
the percentage of these cells is reduced in tuberculosis, but by 
referring to the table it will be seen that the reverse is the case. 
Contrary to the general opinion, we do not believe that these cells 
have any pronounced phagocytic action in tuberculosis. On the 
contrary, an increase in the percentage of these cells makes the 
prognosis less favorable. 

Lymphocytes. We haye also been taught that in tuberculosis 
the lymphocytes are increased; in fact, that an increase in these 
cells is diagnostic of the disease. ‘That neither of these premises 
is correct is well shown by the table. ‘They are not even an index 
of the stage of the disease, which is also well demonstrated in the 
table by the figures under the heading lymphocyte percentage 
range. 

We believe them to be the most important white cell in relation 
to tuberculosis, considering them to be the phagocytic agents in 
this disease for the following reasons: 

1. Because patients admitted with a high lymphocyte percentage 
invariably improve more rapidly and consistently than do those 
in which the percentage of these cells is low. ‘This comparison 
applies to patients in the same stage of the disease. 

2. As the patient improves the percentage of lymphocytes in- 
creases directly as the improvement. 

3. Progressive failure of the patient is invariably coincident 
with a decreasing lymphocyte percentage. 

4, When the lymphocyte percentage is down to 10 the prognosis 
is bad; when down to 6 the patient will most probably die within 
six to ten weeks; when down to 3 death is but a matter of days. 

The hemolytic index and lymphocyte percentage go hand in 
hand, a rising index is coincident with an increasing lymphocyte 
percentage and vice versa. 

Other Cells. ‘The eosinophiles and large mononuclears retain 
a normal count. 


TABLE. 

a 

| 

“4 

oa 

ao 

Total number of cases . 32 577 
Average white count aa 25,275 12,339 
Average lymphocyte percentage 18.8% 29.01% 


Cases in which lymphocytes were be- 
low percent... ... . 65 258 29 352 
Cases in which lymphocytes were 


above 30 per cent. eae 65 141 3 209 
Cases in which lymphocytes were 30 

Lymphocyte percentage range 7% to00% 3% to65% 6% to 40% 3% to 65% 
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Conciusions. 1. In uncomplicated cases of tuberculosis the 
average number of red cells is normal or above excepting during 
a short time prior to death. 

2. The hemoglobin percentage averages about 85 per cent. 
excepting during a short time prior to death. 

3. The red cells exhibit an increased resistance to the hemolytic 
action of salt solutions, this resistance, as a rule, being increased 
directly as the progress of the disease. 

4. Resistance to hemolysis will probably be found of diagnostic 
value. 

5. The prognosis becomes less and less favorable as the hemo- 
lytic index falls. 

6. ‘The hemolytic index and lymphocyte percentage bear a direct 
relationship in prognosis. 

7. The total white count increases directly as the disease progresses. 

8. In most instances the stage of the disease, in uncomplicated 
cases, can be more or less accurately determined by the total white 
count. 

9. The polymorphonuclear neutrophiles have but little if any 
phagocytic action in this disease. 

10. A high polymorphonuclear percentage makes a bad prog- 
nosis. 

11. It is strongly probable that the lymphocytes are markedly 
phagocytic in tuberculosis. 

12. A high percentage of lymphocytes is a very favorable prog- 
nostic index. 

13. The following blood findings are positive proof of improve- 
ment in any given case: (a) Decreasing white count; (b) falling 
polymorphonuclear percentage; (c) rising hemolytic index; (d) 
rising lymphocyte percentage. 

14. Blood examinations should be made coincident with every 
physical examination, otherwise the physician misses most valuable 
information relative to his patients condition. 


RELAXATION OF THE SACRO-ILIAC JOINTS AS A CAUSE OF 
SCIATICA AND BACKACHE: 


WITH NEW POINTS IN THE DIAGNOSIS. 


By Rospert L. Pirrietp, M.D., 


PHYSICIAN TO ST. TIMOTHY’S HOSPITAL, ROXBOROUGH; PATHOLOGIST TO THE 
GERMANTOWN HOSPITAL, PHILADELPHIA. 


Sacro-IL1Ac disease is commonly overlooked by doctors. It is 
considered to be rheumatism, or more commonly sciatica, and 
is treated accordingly, mostly by salicylates, hydrotherapy, diet, 
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lithia water, and electricity. It has nothing to do with rheumatism 
or uric acid—it cannot be treated by drugs or hydrotherapy. ‘l'o 
apply galvanism to compressed nerves is like pouring water on 
smoke and letting the fire burn itself out. ‘The disorder is common 
in all walks of life and in people of all ages, save children; in them 
it is sometimes thought to be growing pains. Laborers get it and 
treat it better, and protect themselves against it better than do the 
well-to-do, who accuse themselves of high living and think they 
have gout. ‘They frequent spas and baths, where the delusion is 
kept up by doctors who think the same thing. I have known medi- 
‘al men to have it, and they thought that they had rheumatism, 
and partook of salicylates and avoided meats, hee, and wine. 

A prominent ne urologist in the Massachusetts General Hospital 
recently remarked that hereafter all cases of sciatica should be sent 
to the orthopedic wards before they were sent to the neurological, 
since he found that at least 90 per cent. of such cases were really 
sacro-iliac disease, and not any disease of the sciatic nerve. And 
that is the cause of most nerve pain, both of the back and legs, | 
have more than assured myself during the past two years. In this 
time I have seen twenty cases either of sacral backache or of sciatica 
that were entirely relieved by treating the relaxed or dislocated 
sacro-iliac joints. All were due to this condition. 

Goldthwait first systematized our knowledge of this affection, 
and it is right to call it Goldthwait’s disease. An acquaintance 
with the anatomy of these joints is necessary before any abnormality 
‘an be discussed. ‘They are true joints, the bones are covered with 
synovial membranes and bathed in synovial fluid. 

When we were quadrupeds, and walked on all fours, the joints 
were firm and strong; but when we reached a higher scale, and walked 
upright, these joints became vertical, and thevefove more unstable 
than any others. Goldthwait speaks of this articulation as the 
weakest part of the body, and rightly. 

The joint surfaces are large, irregular, and firmly held in contact 
by ligaments (the greater and lesser sacro-iliac); and indirectly 
by the muscles of the back and pelvis. They move during every 
large motion of the trunk, and relax during labor and during men- 
struation. Motion of these joints always causes play of the two 
pubic bones, at the symphysis. Not only is it important to remember 
the structure, but also-the relation of the sacral plexus to the articu- 
lation. 

The upper two trunks of the sacral plexus emerge out of the 
sacral foramina and pass directly anteriorly down and outward 
to the lower pelvis into the leg; the gluteal nerves also cross this 
joint, anteriorly, and any gross or sheen disturbance in this 
relationship of the sacrum and ilia causes either pressure on these 
plexus trunks or else a stretching of them, and this is followed 
at once by pain in the distribution of these nerves and disability. 
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The joints themselves are supplied with nerves, and local pain 
and tenderness is quite a common symptom of relaxation of these 
joints, due to arthritic strain. ‘The sacrum moves on the ilia on an 
axis drawn horizontally through the middle. If the upper part of 
the sacrum is tilted forward on the ilia, the lower part is tilted 
backward, and the two ilia spread somewhat laterally. If these 
motions are abnormally exceeded, we have a condition of strain. 
The function of these joints is largely that of true but limited motion. 
The pathological changes are those that commonly affect other 
joints; simple osteo-arthriits, osteomyelitis (septic arthritis), tuber- 
culosis, gout, carcinoma, and, lastly—and infinitely more common 
relaxation or luxation of this joint. 

‘That these joints are liable to strain is well illustrated by anybody 
who stoops for a long time, either in putting on an auto-tire, or 
over a bed, or who hoes in his garden. ‘The pain in these joints 
is vastly relieved by straightening up and overextending the back 
in fact, overextension is necessary at times to relieve the strained 
feeling. ‘The guides in Maine who carry canoes, or who paddle 
them all day in a kneeling position, forestall any strain of these 
joints and consequent discomfort by wearing a wide webbing belt 
around the pelvis. ‘This is true of the common laborers with shovel 
and pick; they support their trousers by a leather belt about the 
pelvis, just above the trochanters, and at the same time support 
their back joints. Iron moulders also wear broad belts as 
protectives. 

‘There may be simple strain and relaxation of the joint ligaments, 
with some backache, due to auto riding or travel in cars or on 
horseback; or from lying in hammocks or soft beds with weak 
springs; or a subluxation may follow a violent trauma directly 
applied to the back, or strains during football, or wrestling, or from 
tripping, or slipping, or lifting. Goldthwait mentions the case 
of a woman who was invalided for thirty-five years after lifting a 
basket of peaches high up in the air. She felt something slip in her 
back and was bedridden for years after. Slouching in chairs is 
also a common cause, as are incorrect methods of walking. I have 
seen three hard labors followed by this trouble. Sudden slipping 
while rising from bed, chairs, or out of a bathtub has been followed 
by an acute luxation of this joint. It may occur in slender, weak 
women and children; it may affect the athlete with superb muscu- 
lature. 

Lateral curvature of the spine is apt to cause relaxation of these 
joints. 

The symptoms are, first of all, backache, especially when lying 
on the back or on stooping, tender sacro-iliac joints, pain in the 
sciatics or buttocks, parasthesias in the feet and knees; often lame- 
ness and even atrophy of the leg or legs; inability to rise out of low 
chairs and out of bed quickly; resting in chairs or seats with the 
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back supported with cushions. In women this is worse during 
menstruation. ‘lhe uterosacral ligaments insert in the region of the 
joint, and these become congested during menstruation and cause 
relaxation. It is a common cause of backache after operations. 
It may invalid people by reason of the pain. 

The diagnosis is established by various manceuvers. First, it is 
most important to exclude actual joint disease with tissue change. 
After this, if there is localized pain on pressure over one or both 
joints, due to acute arthritis, pain in the legs, numbness, tingling in 
the toes or heels, we must move the joint in various ways. First, have 
the patient rise, if he can, out of a low chair; if he has the true joint 
relaxation, he holds his back stiff and does not bend gracefully, but 
pushes himself up with his arms and finally, with much effort, stag- 
gers to his feet. His back may be arched, and he stoops often when 
standing. An examination of the back—-and this must always be 
done—shows frequently a straight lumbar spine, and not the nor- 
mal jumbar lordosis. ‘This is found in severe cases among laborers. 
Merely standing for a long time in a constrained position may cause 
joint sprain. 

Limitation of motion can be shown by getting the patient to bend 
sidewise from the hips; one side will be more limited than the other 
if there is a true relaxation or luxation, although Goldthwait has 
shown that there is rarely unilateral relaxation. Even in bilateral 
disease one joint is worse than the other and causes most symptoms. 

If the patient is laid on his back and the thigh flexed on the 
body, it is impossible then to flex the leg on the thigh, as in 
Kernig’s test, without causing pain in the sacro-iliac joint on the 
same side. ‘lhe hamstring muscles pull on the ischium, and this 
disturbs the bone relations of the tender joint and causes pain. 

Grasping the crests of the ilia and separating them or drawing 
them together, causing a disturbance in the relationship of the 
bones of the joint, brings about sharp pain. Goldthwait’s test 
consists in having the patient stand on one foot and then flex the 
thigh with the leg extended; during this last the surgeon must put 
one hand over the suspected joint and the other over the symphysis 
pubis. The latter will move with each motion of the leg. ‘This, 
Goldthwait says, always occurs in  sacro-iliac relaxation. And 
because there is greater natural mobility of this joint, there is more 
tendency to the relaxation. These occur pari passu. Then have 
the patient lie face downward on the bed and grasp the foot on 
the affected side and forcibly hyperextend the leg; this causes 
acute pain in the joint, and a corresponding limitation of thigh 
excursion on that side from pain. 

I have modified Goldtwhait’s test by having the patient lie face 
downward on a table or bed. Then the examiner should slip one 
hand under the patient and firmly press the pubic bones, at the 
same time the leg on the affected side should be moved up and 
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down. Preternatural mobility of the pubie joint caused by the 
loose and relaxed sacro-iliac joint is easily detected. In this way 
the mobility of the pubic joint can be found more easily, because 
the patient is more steady. 

Finally, in case of doubt, a radiogram should be taken of the 
pelvis, and the difference, if any, of the two articulations noted. 
In general practice it is absolutely imperative that every obscure 
joint condition, from rheumatism to dislocation or fracture, should 
be radiographed. ‘This joint is, however, hard to photograph, 
and artefacts interfere greatly with a positive result. 


Fic, 1.-—Relaxation of left sacro-iliae joint, as shown by the diastasis of the symphysis 
pubis and the widening of the joint at J J and the difference in the A BC angle in the two 
sides Radiograph outlined with ink. 


On studying several skiagrams in this disease I found that the 
pubic bone was higher up on the affected side than on the other in 
cases of unilateral relaxation. ‘This was more marked than the 
actual luxation of the ilium or the sacrum. ‘This observation that 
the whole os innominatum is thrust slightly up and back, the pubic 
portion of it being the distal end, as it were, of a lever; at this end 
the motion is greater than at the sacral end. 

Relief from pain by posture is often a sign of this disease. Gold- 
thwait mentioned a doctor who could not sleep unless his thighs 
were tied together. When he slept, if his knees were separated, 
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back supported with cushions. In women this is worse during 
menstruation. ‘he uterosacral ligaments insert in the region of the 
joint, and these become congested during menstruation and cause 
relaxation. It is a common cause of backache after operations. 
It may invalid people by reason of the pain. 

The diagnosis is established by various manceuvers. First, it is 
most important to exclude actual joint disease with tissue change. 
After this, if there is localized pain on pressure over one or both 
joints, due to acute arthritis, pain in the legs, numbness, tingling in 
the toes or heels, we must move the joint in various ways. First, have 
the patient rise, if he can, out of a low chair; if he has the true joint 
relaxation, he holds his back stiff and does not bend gracefully, but 
pushes himself up with his arms and finally, with much effort, stag- 
gers to his feet. His back may be arched, and he stoops often when 
standing. An examination of the back—-and this must always be 
done—shows frequently a straight lumbar spine, and not the nor- 
mal lumbar lordosis. ‘This is found in severe cases among laborers. 
Merely standing for a long time in a constrained position may cause 
joint sprain. 

Limitation of motion can be shown by getting the patient to bend 
sidewise from the hips; one side will be more limited than the other 
if there is a true relaxation or luxation, although Goldthwait has 
shown that there is rarely unilateral relaxation. Even in bilateral 
disease one joint is worse than the other and causes most symptoms. 

If the patient is laid on his back and the thigh flexed on the 
body, it is impossible then to flex the leg on the thigh, as in 
Kernig’s test, without causing pain in the sacro-iliac joint on the 
same side. ‘lhe hamstring muscles pull on the ischium, and this 
disturbs the bone relations of the tender joint and causes pain. 

Grasping the crests of the ilia and separating them or drawing 
them together, causing a disturbance in the relationship of the 
bones of the joint, brings about sharp pain. Goldthwait’s test 
consists in having the patient stand on one foot and then flex the 
thigh with the leg extended; during this last the surgeon must put 
one hand over the suspected joint and the other over the symphysis 
pubis. The latter will move with each motion of the leg. ‘This, 
Goldthwait says, always occurs in sacro-iliac relaxation. And 
because there is greater natural mobility of this joint, there is more 
tendency to the relaxation. These occur pari passu. Then have 
the patient lie face downward on the bed and grasp the foot on 
the affected side and forcibly hyperextend the leg; this causes 
acute pain in the joint, and a corresponding limitation of thigh 
excursion on that side from pain. 

I have modified Goldtwhait’s test by having the patient lie face 
downward on a table or bed. Then the examiner should slip one 
hand under the patient and firmly press the pubic bones, at the 
same time the leg on the affected side should be moved up and 
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down. Preternatural mobility of the pubie joint caused by the 
loose and relaxed sacro-iliac joint is easily detected. In this way 
the mobility of the pubic joint can be found more easily, because 
the patient is more steady. 

Finally, in case of doubt, a radiogram should be taken of the 
pelvis, and the difference, if any, of the two articulations noted. 
In general practice it is absolutely imperative that every obscure 
joint condition, from rheumatism to dislocation or frac ture, should 
be radiographed. ‘This joint is, however, hard to photograph, 
and artefacts interfere greatly with a positive result. 


Fic, 1.—Relaxation of left sacro-iliac joint, as shown by the diastasis of the symphysis 
pubis and the widening of the joint at J J and the difference in the A BC angle in the two 
sides, Radiograph outlined with ink. 


On studying several skiagrams in this disease I found that the 
pubic bone was higher up on the affected side than on the other in 
cases of unilateral relaxation. ‘This was more marked than the 
actual luxation of the ilium or the sacrum. ‘This observation that 
the whole os innominatum is thrust slightly up and back, the pubic 
portion of it being the distal end, as it were, of a lever; at this end 
the motion is greater than at the sacral end. 

Relief from pain by posture is often a sign of this disease. Gold- 
thwait mentioned a doctor who could not sleep unless his thighs 
were tied together. When he slept, if his knees were separated, 
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his joints relaxed and he had intense pain, because his ilia, being 
pushed apart by the thighs, caused joint strain at the scaro-iliac 
Junction. 

By producing the normal lumbar curve, either by pillows under 
the back when lying down or by lying face down between two 
chairs, if there is relief from pain, there is further evidence of relax- 
ation of this joint. Sometimes by palpation the ilium on the affected 
side may be felt to be too far back or forward by comparison with 
the opposite one—this is rather a difficult thing to do for the un- 
trained. Frequently in severe cases the patient may be bedridden 
or limp markedly. 

Having then established the fact that the normal joint relation- 
ships are disturbed, we must reduce the luxation and keep it reduced. 
This is accomplished in several ways, first by posture and correction 
of improper attitudes of standing and sitting. If the case is a slight 
one, have the patient lie with a pillow under his lumbar vertebre, 
or else between two chairs, face downward. ‘The joints, if really 
dislocated, may require anesthesia and forcible reduction and 
immobilization with a plaster cast. Generally the application of 
adhesive straps over the dorsum of the pelvis is sufficient. ‘lo do 
this have the patient stand up and then apply the end of an adhesive 
strap to the skin, just under the anterior superior spine; then very 
forcibly apply the plaster to the back, having the patient turn away 
from the surgeon; put on four straps reac hing from the anterior 
spines down to the top of the trochanter and the top of the inter- 
gluteal fold. ‘This generally gives immediate and very gratifying 
relief. Straps worn for six weeks will often completely cure a very 
bad case. Sometimes it is necessary to encircle the pelvis. One 
must be very careful not to have the straps come up too high, or 
else there will be some tilting of the ilia forward, and more relaxa- 
tion and more pain. 

A wide belt made of webbing nine inches wide, extending from 
the trochanters up to the crests of the ilia, and encircling the pe Ivis 
and buckling in front, gives great relief by immobilizing the joints. 
Perineal straps are ne eded in such belts—they are necessary to 
keep it in place. 

Dr. Wm. J. Merrill, of Phildaelphia, has devised a very efficient 
and ingenious brace, which consists of a pad over the sacrum, and 
shaped like it; it may be compared to a reversed truss with the pad 
over the back and not in front over the hernial rings. Upon this 
are four arms that encircle the pelvis to the anterior iliac spine. 
‘I'wo are on either side, and the upper and lower bands meet below 
the spine, and then the junctions on either side are held by a strap 
crossing the lower abdomen. ‘These side arms are fastened to the 
sacral pad by flat springs. ‘This apparatus is covered with soft 
leather and is easily worn, is comfortable, and requires no perineal! 
bands to hold it in place. In three of my cases it was most efficient; 
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not only was it of great benefit to the patient, but was comfortable 
and did not get out of place. ‘To make an accurate fit it is neces- 
sary sometimes to make a cast of the back, and then to mould the 
brace over this cast. It must be remembered that cases are prone 
to relapse. 

The following cases, occurring in general practice, illustrate the 
various grades of this affection and the various ways of acquiring 
and of curing it. 


Back Front 


Case I.—J. W., a slender, middle-aged man of slight musculature, 
suffered much pain in his buttocks, which he thought was neuritis. 
This pain was aggravated by stooping, especially in putting on 
automobile tires. His lumbar spine was straight and his sacro- 
iliac joints relaxed. In putting him in a position of exaggerated 
lordosis, his pain at once left him. A webbing belt completely 
relieved him of all pain. He was forbidden to lounge in his office 
chair, and was ordered to support his back while auto-riding. 

Case II.—'T., a tall, slender man, aged fifty years, limped into 
my office with sciatica. He had been treated for months by salicy- 
lates and drugs. His right sacro-iliac joint was markedly relaxed. 
He never could get out of bed during the past six weeks without 
help, but when once on his feet was fairly comfortable. By applying 
a belt and lordosis exercises he was completely relieved in about 
three days’ time, and was cured in a month’s time. Lounging in an 
office chair caused his relaxation. 

Case III.—Mrs. D., a young slender woman, the mother of 
three children, after the birth of the last—a twelve-pound boy 
found that she could not rise out of bed in the morning except her 
husband lifted her bodily and put her on her feet. Her right 
joint was markedly relaxed; her backache, especially at her men- 
strual epoch, was very severe; she was nervous and inclined to be 
hysterical. Her bed, | found, was a very old spring mattress that 
vielded to the slightest pressure, and, in fact, where the patient lay 
was a deep depression in the springs. Her relaxed back came from 


a very hard labor and lying in a bed that sagged so much that her 
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sacro-iliac joints, being unsupported, gave way completely. Adhe- 
sive straps applied for a month completely cured her. 

Case 1V.—Mrs. R., a young slender mother, suffered exceedingly 
from pain in her back after labor. Her pelvis was normal as to its 
contents, but her sacro-iliac joints were very tender, and Gold- 
thwait’s test caused her some increase in pain. Strapping and 
bandaging did very little toward relieving her pain—in fact, the 
only way in whic h she had any comfort was to lie in bed all day, 
with a pillow under her lumbar spine. After a year’s effort by me, 
she obtained complete relief at the hands of Dr. Merrill, who 
applied one of his braces to her pelvis. Childbirth and an unnatural 
way of holding herself with the abdomen drawn in, in order to 
have a flat stomach, was the cause of her backache. 

Case V.—Mr. D., a grocer, a large, strong man, suffered much 
with his back. On examining him I| found that he was unable to 
rise from an ordinary arm chair, without great effort and pain, and 
after arising he placed both hands over his sacrum and groaned. 
Various tests soon showed that he had relaxed joints and a very 
straight lumbar spine. He was in the habit of lifting heavy barre Is 
into his wagon, and frequently suffered from pain in his back for 
hours afterward. Riding in his wagon on a seat without a back 
caused him constant pain. After much effort he was finally cured 
by the exaggerated lordosis posture between chairs. A belt seemed 
to tilt his sacrum so that his pain was increased; and strapping 
gave him no relief. He said that the hyperlordosis position gave 
him the greatest ease and final cure. 

Case VI.—A nurse in the Germantown hospital, a tall, large 
woman, frequently lifted a patient with appendicitis out of bed to 
a stretcher. Her back caused her much trouble, so that she was 
miserable most of the time. She could not with any comfort stand 
erect, and stooped quite markedly. After a night’s journey in a 
sleeping-car berth she suffered so much from backache that she 
was unable to rise, and had to be lifted out by the porter and her 
friends. An extremely straight back and tender sacro-iliac joints 
were found; she could not lift her extended leg higher than a foot 
without causing her great pain in the corresponding sacro-iliac 
joint. A webbing belt worn for a month completely cured her. No 
doubt the strain of lifting, and the ride in the sleeper in a soft bed, 
causing the joints to relax more, was the cause of her extreme dis- 
ability. 

Case VII.—Mrs. G., after a pelvic operation, suffered greatly 
with sacral backache. She was a neurotic woman, worn out with 
childbearing and the care of a large family. Goldthwait’s test 
caused much pain in her joints, which were tender to the touch. 
Her pain was aggravated by riding in trains, and to secure any 
comfort she was compelled to brace her back with cushions, ete. 
She had sciatica during train riding, and parasthetic sensations 
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in her toes. Strapping helped her some—a belt did more; but 
cure was not effected until Merrill’s brace was applied. ‘The relax- 
ation during ether, on a flat table, no doubt caused her joint liga- 
ments to relax and her back to flatten, causing pain by pressure 
on the sacral plexus, from subluxation. 

That sudden and total disability from the luxation of this joint 
‘an and does occur is illustrated by the following case: 

Case VIII.—Mrs. A., aged thirty years, mother of one child, 
had, after labor (a difficult and trying affair), a great deal of pain 
in her back and along the sciatic nerve on the left side. A completely 
torn perineum and cervix, and retroflexed uterus, led me to think 
that her backache was due to her uterine condition. Accordingly, a 
gynecologist effected a very skilful repair, and for a time the pain 
disappe: wad. While lifting her ig out of a crib she was seized 
with violent backache and sciatica. Examination showed that her 
left sacro-iliac joint was cuneliade tender, and the ilium on that 
side projected farther back than did the right one. Various tests 
all confirmed the diagnosis of subluxation of the left sacro-iliac 
joint, and she was strapped, then bandaged, with very little relief. 
Her nights were wretched; she could not turn or move without ex- 
quisite pain in her back and thigh. Pillows under her spine helped 
her somewhat, but complete cure was not obtained until a cast was 
made of the dorsum of her pelvis and Dr. Merrill, who did this, 
applied one of his braces, which effected great relief, and finally a 
cure. 

I might enumerate a dozen more cases that I have seen among 
carpenters, sailors, and laundrymen, all of whom were crippled 
with sciatica, and who were relieved by postures, exercises, and 
fixative apparatus. I have demonstrated to people the cause of 
their disability and probable means of cure by encircling their 
pelvis with my own leather belt, applied low down and ‘tightly, 
above the trochanters and over their clothes. All at once said that 
this simple measure gave partial but immediate relief. 

These cases Musteate the futility of treating at least a portion of 
sciatica cases with drugs or any other measures save orthopedic 
ones, Having seen within two years twenty such cases in general 
practice and in hospitals, I am ‘led to believe that true neuritis or 
neuralgia (idiopathic) of the sciatic nerve is a rare clinical entity. 
It may be due to reflex causes, such as constipation, pelvic tumors, 
etc., but it is hard to believe that actual degeneration of the sciatic 
nerve is a common thing. 
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PNEUMOCOCCUS PERITONITIS. 


By GrorGE Woolsey, M.D.., 

SURGEON TO BELLEVUE HOSPITAL; ASSOCIATE SURGEON TO THE PRESBYTERIAN HOSPITAL 

PROFESSOR OF SURGICAL ANATOMY AND CLINICAL SURGERY IN CORNELL UNIVERSITY 
MEDICAL SCHOOL, NEW YORK 


ArTeR the full development of the surgery of the appendix, it 
was the opinion generally felt and often expressed that acute peri- 
tonitis was always due to an inflammation of the appendix, or the 
pelvic viscera, or a perforative lesion of one of the abdominal viscera, 
or of the abdominal wall. As experience increased, however, cases 
of acute peritonitis occasionally occurred in the experience of man) 
surgeons which could not be accounted for by any of these causes. 
Reports followed by several surgeons, of a small series of cases of 
acute peritonitis from “unknown sites of infection,’ or “ without 
demonstrable lesion.”” These and the cases related by other sur- 
geons in the discussion of such reports were in many instances due 
to streptococcus infection, others to Bacillus coli, and in other 
‘ases no bacteriological examination was made. The larger number 
of such cases, however, have been examples of pneumococcus 
peritonitis. Thus, in 1903, Jensen*® collected and reported 106 
vases (adults 48 and children 58), and many have been reported 
since. In 1906 Annand and Bowen‘ collected 91 cases below fifteen 
years of age. In fact, the greater number of the cases have occurred 
among children, and with few exceptions among girls. Thus, among 
74 cases collected by v. Brunn® in 1903, 57 were under fifteen years 
of age, and in 1906 Ashdowne® could only collect 31 cases among 
adults. 

My interest in this subject was aroused by two cases of pneumo- 
cocci¢ peritonitis which occurred in my service at the Presbyterian 
Hospital during the last year (1909), one in a girl, aged seven years, 
the other in a woman. I have made no attempt to collect all the 
‘ases reported since Jensen’s paper in 1903, as the results would 
not justify the labor required. 

The peritonitis may be a part of a pneumococcic septicemia, with 
multiple foci of infection, but more often it is (1) secondary to another 
local pneumococcic focus as a pneumonia, empyema, etc., “ second- 
ary cases,” or (2) it is the first point attacked by the organism, 
“primary cases.” Annand and Bowen‘ found the latter variety 
were more common among children in the proportion of 47 to 30, 
while v. Brunn’® states that the secondary form is more common than 
the primary, but Annand and Bowen have placed 14 cases, whose 
classification was doubtful, in a third class. 

The etiology of the peritonitis is a matter of the greatest interest. 
Among the secondary cases the primary focus is pulmonary (lungs 
or pleure) in the great majority of cases (73 per cent.’). Next in 
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frequency comes otitis media and throat infections. In cases sec- 
ondary to pulmonary lesions does the infection reach the peritoneum 
through the blood or by penetrating the diaphragm’? There is no 
evidence of the latter course. When the diaphragm has been 
examined microscopically, pneumococci have been found in one 
case in the pleural serosa and subserosa, and in a second case all 
through the diaphragm. But this case was one of pneumococcic 
septicemia with abscess of the shoulder-joint and endocarditis, 
and the organisms were certainly in the blood. Experimentally 
in animals to secure penetration of the diaphragm by the organisms, 
it is necessary to use virulent cultures and to destroy the pleural 
endothelium by chemical irritants. Even then no peritonitis results. 
In the diaphragm, it is to be remembered the lymph current is 
away from the peritoneum. In cases secondary to otitis or a throat 
lesion, direct extension is out of the question. As it is established 
that in pneumonia in man pneumococci can be grown from the blood 
in nearly every case (Ewing), the presumption in favor of the perito- 
neum being infected through the blood in such cases is very strong, 
and is generally accepted by writers on the subject. Another explana- 
tion is also possible, and as it offers an explanation of the great pre- 
ponderance of cases in children (and women too), the writer suggests 
it, though he has seen it nowhere mentioned. The sputum in cases 
of pneumonia is often swallowed in whole or in part, regularly by 
children, who seldom expectorate, and more often by women than 
by men. Pneumococci do not grow in acid media, and though they 
may normally be killed by the gastric juice, reduction of its acidity 
in disordered digestion may allow them to reach the alkaline small 
intestine. Of the 23 cases of diffuse pneumococcic peritonitis in 
adults collected by Ashdowne,° there were affections of the stomach 
in 5 (perforating ulcer in 3, chronic ulcer in 1, carcinoma in 1), 
indicating that the infection probably occurred from the stomach 
contents in these 5 cases. Numerous cases of enteritis in adults 
due to the pneumococcus are recorded, sometimes associated with | 
peritonitis, and Jensen® mentions 2 cases in children. It has been 
found in a swollen Peyer’s patch in a primary case.’ Jensen,” 
experimentally, obtained general fibrinopurulent peritonitis and 
found pneumococci diffused through the gut wall in one of two young 
rabbits that were given 10 ¢.c. of a virulent culture of pneumococci. 
The appendix was affected in 3 of the cases collected by Ashdowne," 
and a number of such cases have occurred, especially in adults. 
It has been definitely established and accepted that the infection 
may and does occur from the gastro-intestinal tract in primary) 
cases, and the condition of this tract appears not to have been 
investigated in secondary cases. The same explanation applies in 
cases where the primary focus is in the throat or middle ear, which 
drains into the throat, whence the discharges may be swallowed, but 
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it does not apply in the two cases mentioned by Annand and Bowen, 
where an intermuscular abscess was the primary lesion. 

But though this explanation might account for the relatively 
large number of cases occurring in children, it does not explain why 
such a large majority occurs among female children. In considering 
the etiology of primary cases, Jensen* gives the possible avenues of 
infection as follows: Threugh the abdominal wall (penetrating 
wounds, ete.); through the diaphragm (from the pleure); from the 
blood; through the intestinal canal; through the genital organs, 
and from other abdominal organs. In the primary cases one of the 
most likely channels is the alimentary canal. This has already 
been referred to above. Bryant* suggests that the diarrhea, so often 
present, may be an evidence of gastro-enteritis, which would deter- 
mine the passage of living organisms through the stomach into the 
bowel and then through the wall of the latter. Quervain’ reported 
a case of pneumococcic peritonitis in a child where five months later 
the appendix on removal was found to contain pneumococci. On 
the basis of this, and another case quoted from Krogius, Quervain 
thinks the appendix the commonest source of origin of the peritoni- 
tis in primary cases. Although such an etiology is somewhat more 
common in adults than in children, there is no evidence to prove 
that it is more than an exceptional one. Of the 91 cases collected 
by Annand and Bowen, 73 per cent. of all cases, 84 per cent. of the 
primary cases, and 67 per cent. of the secondary cases were females. 
Both of the writer’s cases were females, and all who have collected 
series of cases give a very similar result. These striking figures 
are very difficult to account for. They suggest as an important 
etiological factor the female genitals, especially as we know that 
they are the regular channel of infection in gonococcic and tubercu- 
lous peritonitis in the female. But there is very little pathological 
support to this theory. In one case recorded by Lop‘ the peritonitis 
followed delivery, and pneumococci were found in the lochia. 
Annand and Bowen‘ mention two cases where a congested tube 
“was found, one where there was a slight vaginitis, another where 
there was slight vulvitis. It is possible that the pneumococci may 
pass through the tubes, causing but little local reaction, just as in 
a case of diffuse pneumococcic peritonitis the intestines may show 
comparatively little congestion, but, however strongly suggested 
by the figures given above, it must be admitted that there is sin- 
gularly little pathological proof of the genitals being the common 
channels of infection. It is quite possible that in some cases the 
pneumococci have entered the circulation through an apparently 
intact mucosa and found in the peritoneum conditions favorable 
for development. In not a few cases the peritonitis and pneumonia 
occur so closely together that it is difficult or impossible to say 
which is the primary lesion. Jensen*® found experimentally in 
animals that pneumococci injected into the peritoneal cavity were 
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found in the blood in every case within a few minutes, four to five 
at the earliest. If the animals live long enough, the pneumococci 
diminish in the blood and eventually disappear if they recover. 
Thus, in a pneumococcic peritonitis, the lungs may become infected 
by the blood stream, and the reverse also occurs. 

Clinically as well as pathologically two types are distinguished, 
the circumscribed and the diffuse forms. The difference is one of 
degree only; the circumscribed form sets in acutely, but passes into 
a subacute or chronic stage as soon as the pus becomes encapsulated. 
This tendency to the encapsulation and limitation of the process 
depends up6n a characteristic feature, the formation of a fibrino- 
plastic exudate, which forms a false membrane and tends to localize 
the process. In the diffuse form there is less fibrinoplastic exudate; 
the pus is not encapsulated, the acute symptoms persist, and it 
does not differ essentially from other varieties of diffuse peritonitis. 
Either of these types may be of the primary or secondary variety ; 
hence we may distinguish four varieties. My experience is limited 
to the diffuse form. 

The characteristics of primary diffuse pneumococcic peritonitis 
are the acuteness of the onset and the severity of the symptoms, 
intense pain, vomiting, diarrhea, and prostration, passing on to the 
terminal symptoms of peritonitis if unrelieved by operation. The 
temperature, pulse, and leukocyte count are all high; there is 
general abdominal tenderness and rigidity, which may be more 
marked below the umbilicus or even in the right lower quadrant. 
There may be tympanites, with dulness in the flanks; in fact, the 
signs are those of a diffuse septic peritonitis. 

In the secondary diffuse form the onset of the peritonitis and 
its signs and symptoms are marked enough in about half the cases 
(47 per cent.*) to point definitely to its presence. In the other 
cases the primary condition or the presence of a severe general 
infection (in nearly half the cases), as indicated by multiple lesions 
(pericarditis, etc.), so obscure the local manifestations as to prevent 
their clinical recognition. When the peritonitis has been diagnos- 
ticated in these cases its symptoms and signs have been for the most 
part the same as in the primary form. 

In the primary circumscribed form the onset is acute with abdom- 
inal pain, possibly localized at first, but soon becoming general, vomit- 
ing, at first or for some days, and diarrhea, which is more persistent. 
The fever and other constitutional symptoms, as well as the local 
ones, characterizing the first stage, subside in ten to fourteen days. 
In this form the inflammation becomes encapsulated by adhesions 
and the fibrinous character of the exudate, so that in the second 
stage we have the formation of an intraperitoneal localized abscess. 
This is usually subumbilical, and rather more to one side than 
mesially. During this stage there may be constipation, the patient 
emaciates, the lower abdomen swells, and there is slight rise of 
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temperature. At times the general condition remains good. If 
unrelieved, the abscess tends to perforate a month or so after the 
onset, and usually at the umbilicus. By this time the cachectic 
and emaciated appearance and the distended abdomen suggest 
tuberculous peritonitis. 

In the secondary circumscribed form, as in the secondary diffuse 
form, the primary infection may mask the onset of the peritonitis 
if the latter sets in immediately after the onset of the primary infec- 
tion, or if the latter is merely the first local manifestation of a 
pheumococcic septicemia. Otherwise and in its second and third 
stages the secondary is the same as the primary circumscribed 
form. In the 91 cases collected by Annand and Bowen,‘ 21 were 
of the primary and 19 of the secondary diffuse forms; 26 were of 
the primary and 11 of the secondary circumscribed forms; while 14 
cases were unclassified. 

DriaGcNosts. From the above brief summary of the clinical mani- 
festations of pneumococcic peritonitis it will be observed that there 
is little that is distinctive about the disease to distinguish it at the 
outset from an appendicular or perforative peritonitis. The pain 
is often referred to the right lower quadrant more than to other 
regions of the abdomen, and in appendicitis in children, in whom 
pheumococcic peritonitis is most prevalent, the pain is often not 
well localized, particularly in the early stages. Diarrhea is a very 
constant accompaniment of pneumococcic peritonitis, whereas 
constipation is the rule in appendicitis. But here again we find that 
diarrhea is not at all uncommon in appendicitis in children, in whom 
pheumococcic peritonitis is relatively most often found. Diarrhea 
is also a not uncommon accompaniment of peritonitis due to a 
pyosalpinx or a pelvic inflammation. The fact that pneumococcic 
peritonitis occurs most often in children and in females and that it 
is regularly accompanied by diarrhea, are the only distinctive 
features to assist in the diagnosis. If my first case is not an excep- 
tional one, the leukocyte count may be of assistance in the diagnosis, 
for in this case it was very high, 67,000 (polymorphonuclears, 94 
per cent.). In the second case, however, it was only 19,000. The 
high count in the first case may hav» been due to the pulmonary 
condition which soon manifested itself. In spite of all slightly 
distinctive features, the acute diffuse form is almost always operated 
on for appendicitis or a perforative peritonitis. Michaut"® stated, 
in 1901, that whereas the diagnosis has frequently been made in 
the encysted form, it has only once been made in the diffuse form. 

The secondary diffuse form is no easier of diagnosis, for in more 
than half the cases its onset is obscured by the symptoms of the 
primary infection or by other secondary lesions. The history of the 
‘ase and the fact that peritonitis is one of the commonest, if not 
the commonest secondary lesion in pneumococcic infections, espe- 
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cially in female children, is often the only clue we have. Hence 
the importance of the history in the secondary cases. 

In the circumscribed form, unless the history of the acute onset, 
or, in some cases, of the previous pneumococcic infection is obtained, 
the diagnosis is not likely to be made until the appearance of the 
localized abscess. Sometimes it has not been made until the latter 
bursts, or is on the point of bursting. 

As in the secondary diffuse form, so in the secondary circumscribed 
form, the diagnosis may be obscured by the primary lesion so that 
no diagnosis is made until an encapsulated abscess forms. 

At the time of operation the gross pathological character of the 
pus is sufficiently marked to suggest the diagnosis, for the pus is 
odorless, yellowish, or greenish yellow, and is distinguished by 
fibrinous flakes or masses in the pus, and on the bowel. In some 
cases a secondary infection with Bacillus coli communis may give 
the pus an odor, and the amount of the fibrinous exudate varies, 
being less abundant in the diffuse cases. 

While, on the one hand, it is necessary to diagnosticate cases of 
pheumococcic peritonitis which are secondary to pneumonia, etc., 
on the other hand there are cases of “delayed pneumonia,” in 
which all the symptoms point at first to peritonitis, such as that 
due to appendicitis, although there may be no actual peritonitis 
present. Such a case should be carefully considered to avoid an 
unnecessary operation. An example of this class of cases also oc- 
curred in my service during the previous year, and was as follows: 

Miss W. F., aged twenty-four years, single, was admitted to the 
Presbyterian Hospital February 18, 1909. For five months she 
had felt badly, with persistent drowsiness, constant headache, and 
loss of appetite, though she feels hungry. She is apt to vomit after 
breakfast, and has palpitation and shortness of breath. No loss 
of weight. Leucorrhea for last three months, for which she had used 
a vaginal douche with a dirty tip. Five days ago she contracted a 
severe cold. She coughed a great deal, and raised much thick, yel- 
lowish sputum, and vomited after severe coughing spells. For 
last three days she was more acutely ill, with high fever, chills 
sensations, severe headache, vomiting of everything eaten, and 
languor. Some general abdominal pains. Bowels had not moved 
for three days. 

Examination. A few inconstant rales in both apices, harsh 
breathing in right apex. Abdomen tender all over, especially in 
right lower quadrant, with well-marked tenderness at McBurney’s 
point. Slight rigidity; no masses felt. Rectal examination shows 
right-sided tenderness. Neck somewhat rigid. Muscles of calves 
and thighs extremely tender. Urine negative. After admission 
the temperature ranged between 104° and 106° for the next three 
days. The leukocyte count rose from 12,500 (polymorphonuclears, 
97.5 per cent.) on February 19, to 21,700 on February 20, and 
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23,700 (polymorphonuclears, 95 per cent.) on February 22. On 
February 20 Widal reaction was negative, blood culture was sterile, 
and there were no malarial plasmodia. On February 22 smears 
from urinary sediment show staphylococcus, and a culture from 
catheterized specimen gave a pure growth of Bacillus coli. The 
urine now contained albumin (3.1 per cent.), a trace of indican, 
pus, and red blood cells. A hematogenous renal infection was 
thought of in connection with slight pain and tenderness over the 
right kidney and the urine analysis. The patient was seen by the 
house physician, and then by the attending physician, who de- 
clared that there was nothing in the lungs. The ‘cough bothered 
her considerably. The bowels were loose, moving eight to nine 
times a day; the movements were greenish. The patient was very 
prostrated and irrational at times. I was confident that there was 
no appendicitis, though the pain and tenderness in the right lower 
quadrant continued to be the only local signs. On February 22 
a tender mass was felt in and to the right of the median line, in the 
hypogastrium. In order to determine if possible, the cause of the 
symptoms, an exploratory laparotomy was made. The mass felt 
was found to be the distended bladder, though she had been cathe- 
terized a few hours before. The appendix, peritoneum, and all 
abdominal organs were found negative. After operation the tem- 
perature fell somewhat (to 102°), but the following day the pulse 
rate rose to 140; she began to be dyspneic and cyanosed, and 
beginning consolidation was found in the right upper lobe. She 
was transferred to the roof and to the Medical Service, but failed to 
respond to stimulation, and died February 24, at 7.30 p.m. There 
was no autopsy allowed, but all the signs of a frank pneumonia were 
present. I have also seen cases of acute appendicitis in young 
adults in whom the early symptoms were referred to the right 
thoracic region. This is not uncommon in children, in whom the 
reverse is still more common, that is, pain referred to the abdomen 
in cases of pneumonia. 

ProGnosis. Whether the peritonitis is primary or secondary 
does not appear to affect the prognosis, according to Annand and 
Bowen,‘ but the latter does depend upon whether it is diffuse or 
encapsulated, whether or not it is operated upon in due time, and 
whether or not there are other severe complications. Of 46 cases of 
diffuse peritonitis in their table, 18 were operated upon, with a 
mortality of 66.6 per cent. while all those not operated upon died. 
The total mortality of the diffuse form was, therefore, 86 per cent. 
Of 45 cases of circumscribed appendicitis, 44 were operated upon, 
with a mortality of 13.9 per cent. An early and correct diagnosis 
followed by a prompt operation will favorably affect the prognosis. 

TREATMENT. The treatment is surgical. Early operation affords 
the best prognosis. The operative treatment is the same as that of 
other varieties of diffuse or circumscribed peritonitis, except that 
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there is usually no portal of infection that requires removal or 
local treatment. In most cases the operation will be undertaken 
without an accurate diagnosis. If the pus is odorless, floculent, 
greenish or yellowish green, and without free gas, the viscera need 
not be searched for a perforation. The appendix will probably have 
been examined, and it is very desirable to examine the pelvic 
viscera to determine the etiology. In the acute diffuse form, 
Annand and Bowen think that mopping out the pus and closing 
the incision without drainage appears the wisest course. It is 
probably better for each operator to. follow the technique he is 
accustomed to in acute diffuse peritonitis from other causes. Per- 
sonally, I generally employ drainage. In the encapsulated form 
the operation merely consists of opening and draining a localized 
intra-peritoneal abscess. The following is the history of the case 
of acute pneumococcic peritonitis upon which I operated: 

M.C., a girl, aged seven years, was admitted to the Presbyterian 
Hospital January 30, 1909. One week before, she began to have 
sore throat, cough, abdominal pain, fever, anorexia, and diarrhea. 

January 28 she had sudden abdominal pain and tenderness in 
the entire lower abdomen, and vomited almost all day. The fol- 
lowing day there was no vomiting, but the pain and tenderness 
continued. 

On admission the abdomen was somewhat distended, symmetri- 
cally, and showed much restriction of the respiratory movements. 
The abdomen was everywhere rigid and tender, especially in the 
right lower quadrant. Percussion was tympanitic everywhere, 
except about McBurney’s point, under which there was the sense 
of a mass, and in both flanks, where there was shifting dulness. 
Lungs: breath sounds exaggerated over both upper lobes in front; 
there was dulness over the right base posteriorly and over the outer 
part of the right scapula. The breath sounds were diminished 
over the base. Temperature, 104°; pulse, 100; respiration, 56; leu- 
kocyte count, 67,000 (polynuclears, 94 per cent.) ; blood pressure, 85. 

On the diagnosis of a diffuse peritonitis probably due to appen- 
dicitis, she was operated on at once, January 30, by the usual 
muscle-splitting incision over the appendix. The latter was retro- 
colic and normal, but was removed. The peritoneal cavity was 
filled with an odorless yellowish seropus, with fibrinous flakes, thicker 
and more yellow in the pelvis. No perforation in the ileum, and the 
mesenteric nodes were not enlarged. Through a median epigastric 
incision the stomach, duodenum, and gall-bladder were examined 
and found normal. There was only a little pus above the transverse 
colon. No cause of peritonitis found. Drain to pelvis. Upper 
wound closed. Infusion of 500 ¢.c. normal saline solution given 
on table. Patient in Fowler’s position and enteroclysis given, 
but not well retained. 

Culture of pus showed pure culture of pneumococcus. February 
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2, signs of consolidation at right base; also bronchial breathing 
at left base. Croup kettle employed. Slight distention relieved 
by enemata. Irrational much of time. February 6, temperature, 
respiration, and pulse lower and dyspnea less. Fowler’s position 
stopped on third and enteroclysis on fourth day. Still has frequent 
loose dejections, with mucus. She is more rational. Coughs a 
great deal, and as a result the median abdominal wound has begun 
to open up. Only a slight shreddy purulent discharge from the 
lower wound. February 8, temperature has been down to 99.4°, 
but is up again to 103.5°. Consolidation on both sides to near 
angle of scapule. Pulse and general condition slightly improved. 
Ten c.c. of Hiss’ serum was given on February 9, and the following 
morning she was moved to the roof and the croup kettle stopped. 
Twenty c.c. of Hiss’ serum was given during February 11. The 
lower wound discharges moderately. Temperature fell gradually 
to 99.8° on March 1, then rose to 102° on March 3, when a mass in 
right lower quadrant, at lower angle of wound, was opened through 
the wound and several ounces of foul pus evacuated. March 13, 
upper wound practically closed. On March 17 the patient com- 
menced to vomit, and continued to for three days. Bowels consti- 
pated, but moved to enemata. Some cramp-like pains were present 
and a mass was felt in left lower quadrant. Obstruction feared, 
but symptoms decreased and patient felt well again, though a defi- 
nite but smaller mass was still palpable April 1. On her discharge, 
April 10, there was a well-marked hernia in upper wound. Except 
for the latter, she was in fine condition when presented to the New 
York Surgical Society on April 28, 1909. 

In April, 1909, another case was brought into the hospital in a 
moribund condition. Mrs. Kk. had had for five years a tender 
spot just above and to right of umbilicus. No other symptoms 
suggestive of gastric ulcer. Five days ago at 2 p.m., she was sud- 
denly seized with terrible cutting pain about the umbilicus, lasting 
five minutes, followed by general but less severe abdominal pain. 
She had a chill with the onset, vomited soon after, and has been 
prostrated since. ‘The vomiting has persisted almost continuously. 
She was distended, and beleched much gas. Daily enemata, with 
scant results. Bowels involuntary today. Temperature 105° three 
days ago. 

On admission she was in collapse, with a cold, clammy, mottled 
surface and almost pulseless. Lungs negative anteriorly. The 
abdomen was moderately distended, tympanitic, except in flanks, 
where there was shifting dulness, especially on right side; tender 
all over, especially in lower half, but not rigid. Peritonitic fascies. 
Pelvis: laceration of cervix and perineum; menstruating; leukocyte 
count, 18,000 (polynuclears, 87 per cent.); temperature, 100.4°; 
pulse, 160; respirations, 36. As she did not respond to stimulation, 
operation was out of the question, and she died within a few hours. 
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On autopsy, abdominal organs were normal and presented no per- 
foration. Lungs normal. There was a diffuse peritonitis, with a 
greenish-yellow, flaky, purulent exudate. Culture gave a pure 
growth of pneumococcus. 
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FREUD’S PSYCHOLOGY IN ITS RELATION TO THE NEUROSES. 


By Tricgant Burrow, M.D., Pu.D., 


ASSISTANT IN MEDICINE IN THE JOHNS HOPKINS MEDICAL SCHOOL, BALTIMORE 


It is the distinction of Freud’s teaching with regard to the 
neuroses! that it contemplates immediately the psychology of these 
disorders and traces their origin to psychic mechanisms involving 
principles elsewhere inherent in biology, and having as elsewhere 
an economic significance. Freud’s conceptions are essentially a 
restatement of biology in psychological terms. The functional 
aspect of organic process is the dominant theme of his psychology. 

Working alone for many years, his views at first met with scant 
hospitality, but it now seems safe to predict that Freud’s teaching, 
vigorously furthered by the researches of Jung and the Ziirich 
school, is destined for a leading role in the future development of 
psychopathology. 

In his method of study, which sought the etiology of the neuroses 
in intrinsic, psychological determinants, Freud has faced the prob- 
lem squarely. Imputing a psychological source to these conditions, 
he has gone to the heart of the situation in the effort to trace their 
embryonic development.* 


1 In these columns the term “neurosis” is employed in lieu of the less wieldy ‘‘ psychoneurosis’ 
to indicate the disorders of function embraced under the terms ‘‘hysteria,” “‘ psychasthenia,’’ 
so-called ‘‘neurasthenia,’’ and related conditions 

2? Freud, Drei Abhandlungen zur Sexualtheorie, 2d ed., Deuticke, Vienna (Translation by 
Brill). Sammlung Kleiner Schriften zur Neurosenlehre; vols. i and ii, Deuticke, Vienna. Analyse 
der Phobie eines finf-jahrigen Knaben; Jahrbuch fiir Psychoanalytische u. Psychopathologische 
Forschungen, Band i, Deuticke, Vienna, 1908. 
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To this end Freud selected hysteria as the appropriate paradigm 
of the neuroses, and applied himself to a detailed analysis of this 
disorder. As the import of this rigorous study, entailing years 
for the adequate analysis of a single case, is not generally appre- 
ciated, a rough outline of its principal results will, perhaps, not be 
amiss. Besides, even the most hasty sketch of Freud’s views must 
perforce take account of their inception, for their logical account 
traces also the course of their historical development. Here the 
clinical aspects alone are contemplated, abstracting as far as possible 
from the broader biological implications of Freud’s conceptions. 
To treat even meagerly these wider issues would require the space 
of a separate paper. 

As a pupil of Charcot,’ Freud early became aware of the psychic 
nature of hysterical shock. For Charcot, it will be remembered, 
was the first to recognize that in this phenomenon the clinical picture 
is not due to the physicial injury per se, but to the psychic disposi- 
tion induced by the sudden and violent nature of the provoking 
incident. Hence, Charcot taught that hysterical shock consists 
essentially in a psychic dissociation—that, owing to the concomitant 
affective state induced by the violence of the inciting event, the 
group of images momentarily occupying consciousness is so height- 
ened in intensity as to persist independently of normal association 
with the images occurring subsequently. Thus, in the vividness of 
the momentary impression, a fragment of the personality is denied 
participation with the remainder of the ego, and it is the persistent 
preoccupation with this dissociated group of images which consti- 
tutes hysterical shock. Following this tack, Breuer and Freud‘ 
applied themselves to the epoch-marking study of hysteria which 
was reported in 1895. 

These authors set themselves the task of unearthing the source 
of hysterical symptoms by means of a searching inquiry into the 
innermost experiences of their patients. It should be said that in 
this inquiry, Freud, following Breuer, resorted to hypnotism in 
varying degrees in order to facilitate the reproduction of the 
patient’s unconscious imagery, but in the technique which Freud 
later adopted hypnosis was abandoned, as the method of “free 
association” in the waking state proved equally efficacious. 

We shall here mention only the most striking results of this 
conjoint research, in which are laid the foundations of the principles 
of psychic analysis, which later culminated in Freud’s present 
system of psychology. For a fair appreciation of its import one 
must, of course, refer to the original work with its detailed analysis 
of selected cases. Perhaps of chief theoretical value was the dis- 
covery that the primary factor lay far beyond the recognized and 
—if one may venture a paradox—far beyond the unrecognized 


3’ Charcot, Lecons sur les Maladies du Systéme Nerveuse, 1885. 
‘ Studien iber Hysterie, 1910, 2d ed., Deuticke, Vienna, 
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experiences of the patient. In traumatic hysteria, in which the 
original occasion is hallucinated in the hysterical attacks, the causal 
connection is obvious, but in other manifestations it is by no means 
so clear. However, Breuer and Freud found that the most diverse 
hysterical symptoms, e. g., neuralgias, anesthesias, phobias, etc., 
may all be referred to an analogous etiology. Frequently the con- 
nection between the morbid event and the resulting symptom pre- 
sents a quite transparent, logical relation, as in cases in which 
persistent vomiting manifests itself as the result of a repressed 
painful emotion experienced at table. In other cases, the con- 
nection between the imputed cause and the symptom it occasions 
has only a symbolic significance, where, for example, vomiting 
ensues at the instance of a moral revulsion or in the resistances of 
pregnancy. 

From this larger view of the etiology of the neuroses the writers 
extend the conception of “traumatic hysteria” to a wider applica- 
tion, for, after all, the real trauma is the psychic insult. So that 
any event involving a sufficiently painful affect may constitute a 
psychic trauma, or a summation of such affects inadequate in 
themselves may give rise to a psychic trauma, provided there be 
sufficient coherency among the separate elements as regards their 
affective quality. One may conceive of the psychic trauma as 
acting in the manner of a foreign body, which, having gained entrance 
into the organism, is preserved there in unconscious association. 
That this conception is no mere figment, but that an invasion of 
the psychic organism by a hostile impression actually takes place, 
is proved from the fact that each morbid symptom straightway 
disappears as soon as the memory of the specific cause is fully 
awakened and is reacted to in a manner appropriate to the original 
affect. Breuer and Freud’s thesis is then in first line to the effect 
that the hysterical suffers, for the most part, from reminiscences. 

The striking phenomenon to be noted here is the extraordinarily 
vivid preservation in unconscious association of an event, perhaps 
so remote as to cover an interval of years, upon condition only 
that the emotional shock shall not have been commensurately 
reacted to at the time of its occurrence. With an adequate reaction 
the greater part of the affect is liberated, as in the familar saying, 
“to have a good cry.” If reaction is forestalled, its concomitant 
affect is, as it were, locked in, and the result of such congested 
affect is an emotional dead-lock. Hence, an unresented offence 
engenders feelings of “vexation,”’ which are allayed only through 
the “catharsis” of an adequate retaliation. Similarly, one speaks of 
“making a clean breast of the matter,” and the sense of relief fol- 
lowing a thorough-going confession is a commonplace. Thus the 
spoken word may do duty for the overt act. This process of appro- 
priate reaction whereby the affect is released is called elimination 
(Abreagiren). The painful affect, however, like the unsuited 
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pabulum of the ameba, may be disintegrated, as it were, through 
association with the remembered events occurring subsequently to 
the painful emotion, as in the event of fright the affect is assuaged 
in the remembrance of the incidents attending the rescue. This 
process analogous to the absorption of ingested material by the 
bodily tissues might fittingly be called assimilation. 

To account for the inhibiting of the process of elimination, the 
authors cite the severity of the shock, the impediments of social 
conventions, and especially the nature of the occasion itself, which 
often entails a reminiscence which the patient wishes to evade, 
and which he therefore intentionally excludes from participation 
in current consciousness. The barriers to the process of assimilation 
are to be sought not in the content of the remembrances, but in 
the psychic condition in which the experiences out of which they 
arose were originally recorded. Thus, impressions quite innocent 
in themselves often owe their pathological significance to an accom- 
panying emotional tension, e. g., fright, or to such an abnormal 
psychic condition as is seen in the twilight states of day-dreams 
and allied conditions. So that it is the dissociated psychic state 
that renders impossible an adequate reaction through associative 
assimilation. Such dissociated states, in the opinion of Breuer and 
Freud, are present, at least in a rudimentary way, in every case of 
hysteria, and are a fundamental condition of theneurosis. In persons 
in whom such states occur there exists, therefore, a predisposition 
to hysteria. Given the emotional moment, the way is open for 
its manifestation in somatic effects—a mechanism to which Freud 
has given the name “conversion.”> But even in individuals ac- 
counted normal, a sufficiently severe trauma, a painful repression, 
may induce such a dissociation of consciousness, and we then have the 
conditions of a psychically acquired hysteria. 

So much for Freud’s introductory work. From this time forward 
Freud studied the manifestations of unconscious® processes in nor- 
mal as well as in neurotic subjects. Each utterance of the uncon- 
scious became for him significant.?’ In every trick of habit, every 
lapse of memory, every slip of the tongue or pen, in short, in every 
unpremeditated reaction of the individual, Freud read the signi- 
ficant expression of unconscious trends. In his rigid conception 
of psychical determinism no psychic manifestation may arise 
detached and isolated. But in accordance with the doctrine 
first posited by Leibnitz, Freud assumes the principle of psychic 


5 Adolf Meyer has called this type of reaction a “substitution neurosis. ”’ 

® For an appreciation of the significance of the unconscious as employed by Freud and as 
discriminated from the subconscious of Janet and of Prince, the reader is referred to the philo- 
sophical treatment of the subject in Bernard Hart's able paper, ‘‘The Conception of the Sub- 
conscious,”’ Journal of Abnormal Psychology, February-March, 1910. 

7 Freud, Zur Psychopathologie des Alltaglebens, 3d ed., Karger, Berlin, 1910; Der Witz 
und seine Beziehung zum Unbewussten, Deuticke, Vienna, 1905; Maeder, Contributions a 
la Psychopathologie de la vie quotidienne, Arch. de Psychologie, t. vi, 21, 22, and t. vii, 27. 
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continuity as a necessary parallel to the law of continuity obtaining 
in the concomitant organic sphere. Every psychically conditioned 
reaction of the organism implies inevitable causal relations of 
direct significance in the life of the individual. In order to turn 
these intimations of the unconscious to scientific account, it be- 
hooves us to gain the key to their interpretation. 

Out of this attempt important ramifications have arisen. Indeed, 
the outcome of this quest has been the development of the dynamic 
conceptions which represent the crux of Freud’s psychology. Our 
psychic life is determined by affective states. Action is incited 
through purpose and predilection, and, in the absence of conscious 
social incentives, these are seen to be motivated in instincts which 
often enough disclose the imprint of their rude origin. To civili- 
zation belongs the task of evicting these unseemly trends through 
the substitution of higher, esthetic interests. It is precisely the 
conflict between these inherent lower trends and the ethical inhibi- 
tions of our sophisticated consciousness which prepares the ground 
for a neurosis. A neurosis, then, possesses an important social 
aspect. For it inevitably entails a discrepancy in the social rela- 
tion. It is essentially a disaffection of the individual toward his 
social environment. Jung has said, “Every neurosis represents 
an individual attempt at the solution of a social problem.” As 
social beings none of us is immune from the neurotic infection. 
In the attempt of civilization to eliminate from consciousness the 
unsavory vestiges of our psychic descent, we are all participants. 
But it is only when we subject these trends to undue strictures, and 
deny them share in contemporary consciousness, that there ensues 
the open rupture which we call a neurosis. This process of denying 
unwelcome elements entrance into consciousness, Freud has called 
the mechanism of repression (Verdriingung), a mechanism which 
constitutes the essential condition of the neurosis. The neurosis 
then presupposes the presence in the unconscious of suppressed 
psychic complexes, 7. e., systems of unconscious reminiscences which 
are painful and inadmissible because of their incompatibility with 
current social and ethical standards. Hence it is the task of the 
psychologist to bring the unconscious images of the patient into the 
high light of consciousness, that in the foreground of frank contem- 
plation these ghosts of the unconscious may be divested of their 
terrors and rendered innocuous. To raise the boycott upon the 
unconscious is then the essential requisite. The philosopher Maeter- 
linck acutely divined the insidious power of the unconscious com- 
plex when he wrote that “an evil fate is as pliant in the fingers of 
wisdom as the blade of grass that one may cull, but in the hands 
of the unconscious it becomes as inflexible as a bar of iron.’ 
It is the enemy in ambush against whom we are powerless to cope. 


8 Maeterlinck La Sagesse et Ja Destiné 
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To bring into conscious view the images which are operating uncon- 
sciously, so that the patient may confront them openly and handle 
them intelligently, is then the basic aim of Freud’s psychotherapy. 
This process of uncovering the complexes at the root of the neuroses 
has been called by Freud psycho-analysis. Broadly, the technique 
of the method is adapted to the purpose of liberating the patient's 
spontaneous associations. The details of the technique must 
rary with individual needs, to be determined only by the instinct 
of the physician. Because of the many modifications, therefore, 
to which the method is open, a comprehensive statement of its 
technique does not lend itself to exact formula. In the main, the 
technique as applied by Freud consists in having the patient, while 
resting in a recumbent position, give free expression to the thoughts 
arising spontaneously in his unreined fancy. Through this pro- 
cedure it is seen in what channels the patient’s mental images are 
wont to flow, what reminiscences are significant for him, what 
are his habitual preoccupations, his silent reservations, his sup- 
pressed trends, what, in short, are the psychic complexes’ deter- 
mining his unconscious conflicts. 

The latest word upon the technique of psycho-analysis was Freud's 
opening address at the Psycho-analytic Congress in Nuremberg in 
March. In discussing the resources of psychotherapy, he reiterated 
anew the central importance of directing the technique toward over- 
coming the patient’s resistances (Widerstiinde). Therapeutically it 
is not the primary demand, he said, that we seek to ferret out 
severally, the patient’s complexes but that we labor, above all, to 
efface the defensive inhibitions set by social conventions, and 
establish the complete rapport of patient and physician. With 
the attainment of a frank, unreserved attitude toward his physician 
(Uebertragung), the patient’s complexes, having no longer warrant 
for their existence, are compelled de facto to capitulate, and the 
patient has closed the chapter of his neurosis. 

Freud’s technique has been valuably augmented by the associa- 
tion experiment of Jung.’ Through this procedure the physician 
becomes rapidly oriented with regard to the patient’s dominant 
trends, and obtains a convenient survey of his general psychological 
reaction. In this simple procedure a series of test words are repeated 
to the patient, who is required to respond instantly to each with 
the first word that occurs to him. Having obtained the patient’s 
average reaction time, a marked increase of this interval denotes 
that a complex has been aroused, the affective significance of which 
may be estimated relatively to the amount of the delayed reaction. 
Failure of reproduction or incorrect reproduction, that is, inability 
to recall the griginal reaction-word, on hearing the series of stimulus- 


* Jung, Die Bedeutung des Vaters fiir das Schicksal des Einzelnen, Deuticke, Vienna, 1909 
1 Diagnotische Associationsstudien, Beitrige zur Experimentellen Psychopathologie, Barth, 
Leipsic, 1906. 
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words repeated a second time, affords additional clue to an under- 
lying complex. ‘‘Perseveration” affecting the succeeding reactions, 
repetition of the stimulus-word, mistaking it or failure to respond at 
all, are chief among the remaining complex-indicators. So that in 
the association experiment the physician is enabled to converse, 
as it were, with the patient’s unconscious, and under strategic 
advantages which render any attempt at subterfuge wholly futile, 
every effort at evasion being circumvented by a resulting diver- 
gent reaction-time. 

The chief resource, however, of both Freud and Jung, but vet 
the instrument requiring the greatest deftness of handling, is that 
of dream-analysis. This subtle method of obtaining insight into 
the processes of the unconscious has been developed in Freud’s 
remarkable work, Die Trawmdeutung." This work is the fiat lux 
amid the nebulous chaos of dream-imagery. Through its genius 
the baffling, apparently incoherent congeries of dream-elements is 
resolved into form and significance, and rendered conformable to 
genetic principles. As the Traumdeutung represents the keynote of 
Freud’s psychology, it is only through a mastery of this work that 
it is possible to obtain an adequate grasp of its author’s conceptions. 
Obviously, it is impossible within the limits of the present paper to 
give more than a hint of its real import. Suffice it to say that the 
basic principle of dream-analysis, as posited by Freud, is the wish- 
fulfilment. In the phantasies which the unconscious conjures 
during sleep, life’s frustrated quests come into their right. In the 
unchecked vagaries of sleep the primitive springs of action are 
released. Here are vented our coveted satisfactions, and our brute, 
primitive incentives. In the grotesque illusions of dream-creations, 
the unconscious slips its fetters and indulges its crude, archaic 
trends. However, one seeks in vain to discover the unconscious 
wishes in the patent, manifest content of the dream. It is only in 
the guise of veiled equivalents that the suppressed, expatriated 
trends of the unconscious venture to clothe their meaning—only 
in this /atent content need we hope to divine the import of the dream. 
In its incredible cunning is entailed, perhaps, the most remarkable 
aptitude of the unconscious. It is in its distorted, artful forms of 
expression that we come upon the phenomenon of symbolization™ 


1! Freud, Die Traumdeutung, 2d ed., Deuticke, Vienna, 1909: Ueber den Traum, Bergmann 
Wiesbaden, 1907; Abraham, Traum und Mythus, Eine Studie zur Vélkerpsychologie, Schriften 
zur angewandten Seelenkunde, Heft iv; Jung, L’Analyse des Réves, L’'Année Psychologique, 
t. xv; Maeder, Une voie nouvelle en Psychologie, Freud et son école, Casa Editrice del 
‘*Ceenobium,” Lugano, 1909; Essai d’intérpretations de quelques réves, Archives de psycho- 
logie, t., vi, 24; Macfie Campbell, Psychological Mechanisms with Special Regard to Wish 
Fulfilments, State Hospitals Bulletin, N. Y., May, 1909; Ernest Jones, Freud’s Theory of 
Dreams, American Journal of Psychology, April, 1910; S. Ferenczi, The Psychological Analysis 
of Dreams, American Journal of Psychology, April, 1910 


2 Jung, Ueber Symbolik, Jahrbuch fiir Psychoanalytische und Psychopathologische Fors- 


chungen, 1910, vol. ii; Riklin, Wunscherfillung und Symbolik in Miarchen, Schriften zur 
angewandten Seelenkunde, Heft ii. 
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which constitutes the especial métier of unconscious mentation, for 
the unconscious delights in the cryptic and recondite. 

An account of Freud’s psycho-analytical method in the treatment 
of the neuroses, however brief, must not fail to include Jung’s exten- 
sion of the method into the domain of the psychoses." The arduous 
researches conducted by him at the Burghélzli Asylum in Ziirich 
have vindicated conclusively the psycho-analytical method in psy- 
chiatry, for in applying the method in the study of insanity, it 
has been Jung’s great service to open the way to the psychological 
interpretation of the psychoses. Through the method of psycho- 
analysis he appears to have establised the psychological mechan- 
isms upon which is based one of the most typical of the insanities, 
and in discovering the key to dementia precox he has rendered 
animate and coherent many of the delusions, stereotypies, and 
obsessions before which clinical psychiatry has until recently stood 
baffled. 

In the larger breadth, it has added to the vistas of genetic psy- 
chology, and in the importance of its theoretical implications, 
Jung’s latest work in analyses of this type of regression is to be 
accounted among his most important researches. In this inquiry, 
conducted in detail by Honegger," a pupil of Jung’s, a remarkable 
analogy appears to have been established between the apparently 
incoherent phantasies of a catatonic patient and the obsolete, 
metaphysical constructions of ancient mythology. In the naive 
creations of fancy in which the patient seeks to formulate the uni- 
verse there is reproduced the hypothesis of an earlier cosmogony. 
Hence, in entering through the method of psycho-analysis into the 
seemingly anomalous vagaries of this characteristic type of rever- 
sion, Jung believes that he has shown a correlation between individual 
and ethnical development in the psychological sphere analogous 
to that which obtains between the ontogenetic and the phylogenetic 
series in the sphere of biology. From the gist of this study we may 
infer something of the proportions to which psycho-analysis is 
destined to expand. It is seen that no narrow limits may be set to 
the directions of its application; that its value is not merely a 
therapeutic one, but that it is a method of investigation which offers 
promise throughout the range of mental science. 

In America the application of psycho-analysis in the field of psy- 
chiatry has its able exponents in Adolph Meyer and August Hoch." 


13 Jung, The Psychology of Dementia Precox, Journal of Nervous and Mental Disease 
Pub. Co., Monograph Series 3, 1908; Der Inhalt der Psychose, Schriften zur angewandten 
Seelenkunde, Heft iii. 

4 Jung, Ueber Symbolik, op. cit. 

1% Ueber Paranoide Wahnbildung, Jahrbuch fiir Psychoanalytische und Psychopathologische 
Forschungen, 1910, vol. ii. (Read in abstract at Psychoanalytic Congress in Nuremburg in 
March.) 

18 Psychological Bulletin, 1907, iv, pp. 161 to 169. 


4 
is 
a 
5 af 
— 
is 
7 
ii 
ike 
i 


BURROW: FREUD’S PSYCHOLOGY AND THE NEUROSES S81] 


Both Meyer" and Hoch have long laid emphasis upon the psycholog- 
ical components of the psychoses, and have vigorously insisted upon 
the genetic point of view in psychiatry. Indeed, the psychogenic 
factors in the etiology of insanity have been for many years a 
favorite theme of Meyer’s writings, “bad mental habits,” “mis- 
carried instincts,” “unhealthy trends,” and “inadequate reactions” 
being among the dynamic determinants upon which he lays 
fundamental stress in his teaching. Perhaps, the chief difference 
between the conceptions of Freud and those of Meyer lies in the 
greater emphasis of the former upon the unconscious trends, while 
with Meyer the conscious factors tend to occupy a position nearer 
the centre of the field. 

The insistence upon a broad biological point of view is an 
attitude common to both schools. 

With regard to the attitude of the internists toward the psychic 
‘ases entering the medical clinics, Barker was among the first of 
the American clinicians to urge the study of the psychological factors 
in these conditions. In the cases treated by him at the Johns 
Hopkins Hospital he has adopted a technique which follows partly 
the method of psycho-analysis applied by Freud, the psycho- 
therapeutic aim being directed toward annulling the effect of the 
baneful impressions (psychic traumata) which have not been 
adequately reacted to, by permitting the elimination of the con- 
comitant affect through verbal reaction. 

In a recent article by Ernest Jones,” in which he pays a fitting 
tribute to the genius of Morton Prince, the writer calls attention 
to the fact that as early as nineteen years ago Prince recognized 
the therapeutic importance of propitiating a troublesome remi- 
niscence by admitting it to consciousness and affording it the freedom 
of normal association through the channel of verbal reaction. It 
is interesting that in this position Prince has anticipated one of 
the most fundamental of Freud’s conceptions—that of psychic 
elimination. 

Prominent among the frank adherents of Freud’s conceptions 


7 An attempt at the Analysis of the Neurotic Constitution, American Jour. of Psychiatry, 
xiv; Fundamental Conceptions of Dementia Prascox, British Medical Journal, 1906, 

18 An excellent résumé of Meyer's Conceptions is given in an article by Macfie Campbell: 
A Modern Conception of Dementia Precox, with Five Illustrated Cases, Rev. of Neurology and 
Psychiatry, October, 1909. 

1% Barker, The Psychic Side of Medicine, 1907, The University Record (Chicago) xii, 12 to 18 
On the Psychic Treatment of Some of the Functional Neuroses, 1907, Internat’! Clinics, 17th 
series, vol. i, 1 to 22; On Neurological and Psychiatric Diagnosis, 1907, Transactions of the 
Congress of American Physicians and Surgeons, vii, 9 to 16; Some Experiences with the Simpler 
Methods of Psychotherapy and Reéducation, 1906, American Journal of the Medical Sciences, 
October; Introduction to the Study of the Nervous System, 1910, Osler’s Modern Medicine, 
vol. vii. 

2% Bericht tiber die neuere englische und amerikanische Literatu zur klinischen Psychologie 


und Psychopathologie-Jahrbuch fir Psychoanalytische und Psychopathologische Forschungen, 
Band ii, 1 Halfte. 
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in America are Putnam,” Jones,” and Brill.“ These authors have 
contributed ably toward the vindication of Freud’s views. Through 
the study of his psychology and the application of the psycho- 
analytic method in the treatment of their patients, they have cor- 
roborated fully the psychological principles established by him. 
Of the experimental psychologists, G. Stanley Hall has been 
foremost in the acclamation of the psychological methods advocated 
by Freud in the treatment of the neuroses. In his classic work, 
Adolescence, he was the first to give due recognition to the psycho- 
pathic researches upon which Freud had then but recently entered 
It is hoped that this brief attempt to indicate the ascendant 
tendency of psychopathology to place psychic disorders upon a 
rational, scientific basis through the study of the mechanisms under- 
lying them may incite a wider interest in the psychology of these 
processes. Psychotherapy has not lacked for adventitious aids, 
which undoubtedly have their place; but being merely adjuncts 
and irrelevant to the inherent situation, such agencies are neces- 
sarily restricted and inadequate. There is need of a more thorough 
and consistent study of the psychology of the neuroses with a view 
to determining the essential causative factors in the production of 
these processes, and to discovering cognate principles under which 
observed phenomena may be resumed. In the absence of an 
appreciation of the mechanisms involved in the morbid regressions 
presented in the neuroses, as interpreted by Freud and Jung, 
psychopathology is seriously hampered. There is a psychology of 
“nervousness,” and a knowledge of its principles is the requisite 
equipment for an adequate understanding of neurotic conditions. 


21 Personal Impressions of Sigmund Freud and His Work, with Special Reference to his recent 
lectures at Clark University, Journal of Abnormal Psychology, vol. iv, No. 5; The Relation 
of Character Formation to Psychotherapy, Symposium of Psychotherapeutics, Journal of 
Abnormal Psychology. 

2 Psycho-analysis in Psychotherapy, Symposium of Psychotherapeutics, Journal of Abnormal 
Psychology; The CEdipus-Complex as an Explanation of Hamlet’s Mystery; American Journal 
of Psychology, xxi; On the Nightmare, American Journal of Insanity, January, 1910, vol. xvi, 
No. 3. 

23 Freud's Conceptions of the Psychoneuroses, Medical Record, December 25, 1909; Freud's 
Selected Papers on Hysteria and other Psychoneuroses, Journal of Nervous and Mental Disease 
Publishing Co., Monograph Series, No. 4, 1909; Psychological Factors in Dementia Precox, 
Journal of Abnormal Psychology, vol. iii, No. 4; A Case of Schizophrenia, American Journal 
of Insanity, vol. Ixvi, No. 1. 
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FLUOROSCOPY OF THE GASTRO-INTESTINAL TRACT. 


By E. H. Skinner, M.D., 


DIRECTOR OF THE KANSAS CITY X-RAY LABORATORY, KANSAS CITY, MISSOURI. 


FLUOROSCOPY was one of the earliest practical applications of 
the x-rays. However, the valueof permanent radiographs in surgical 
diagnosis, together with a large number of burns of patients and 
operators in the early fluoroscopic examinations, has been respon- 
sible for sufficient adverse criticism to dampen fluoroscopic enthu- 
siasm. The pioneer 2-ray operators in Europe and America bear 
permanent scars that testify to the dangers of unprotected fluoros- 
copy, but the knowledge regarding the irritative possibilities that 
has been gained through calamities to pioneer Réntgenologists will 
serve to dispel this fear and establish fluoroscopy in the widening 
horizon. When we look upon the martyrs of Réntgenology we 
become reassured, for it is only the pre-protection period Réntgen- 
ologist or careless experimenter who has furnished us object-lessons. 
We have yet to note injurious x-ray effects upon the Réntgenologist 
who has worked with lead screen and protected tubes. We cannot, 
up to the present day, estimate the ultimate effect of the hard, 
penetrating portion of the radiations from an 2-ray tube. We do 
know the results of continuous or interrupted exposure to the soft 
rays, and are able to guard against them. In no new departure 
of medicine and surgery have there been so many to enter upon 
its pursuit with such meager knowledge of its possibilities and 
dangers. This not only resulted in harm to these neophytes, but 
has also acted as a hindrance to the propagation of exact Réntgen 
knowledge. There has been, and probably still is, much 2z-ray 
work which is carried on with carelessness and ignorance. The 
scientific application of the x-rays suffers accordingly. The sugges- 
tion is then in order that such legislative action be taken as may 
preclude the use of the 2-rays in other than skilled hands. This 
would mean elimination of the manufacturer, electrician, photog- 
rapher, and others without medical training from a field where only 
exact knowledge and careful application will eliminate ill-effects. 

The gigantic possibilities of fluoroscopy make it important for 
us to pursue its study only with such protected apparatus that no 
ill-effects may ever be reported. Constant use of and familiarity 
with fluoroscopic technique may lead one to a carelessness against 
which the Réntgenologist must conscientiously labor. This admoni- 
tion is likewise applicable to all manner of z-ray application. 

A review of the fluoroscopic situation indicates that the American 
has attempted to promote radiographic technique that would 
obtain the diagnostic information upon a succession of negatives 
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which the fluoroscope reveals at a glance. There is only one radio- 
graphic technique up to the present time that can approach ordinary 
fluoroscopy; we refer to the Bio-réntgenography of Rosenthal, 
Rieder, and Kaestle, that Réntgen triumvirate of Munich. The 
expense of this latter method places it without the realm of practical 
usefulness. 

While the American has been venturing his rapid radiography, 
the European of France and Germany has been perfecting a fluoro- 
scopic technique that avoids by ample protection the inherent 
dangers peculiar to the 2-rays. The original fluoroscopic device 
of the Guilleminot type, with inefficient protection, followed by 
the cumbersome protected apparatus of the Albers-Schoenberg 
type, are giving way to the convenient Béclére type. The new 
Dessauer kliniscop has some advantages over the Béclére. These 
latter types of fluoroscopic apparatus have the tube in an amply 
protected, freely movable, x-ray- and light-proof box, the adjust- 
ments of which permit all manipulations of tube and diaphragm by 
one hand. The lead-glass covered fluorescent screen is adjustable, 
allowing the patient to be placed either sitting or standing between 
the screen and the tube box. The Dessauer kliniscop has the 
advantage of permitting examinations in the recumbent position 
also, similar to the trockoscop of Haenisch or Holzknecht. 

The advantages of fluoroscopy cannot be gainsaid. Radio- 
graphic substitutes cannot, in any succession of radiographs, give 
the diagnostic information that the fluoroscope supplies, without 
the expense and tedious process of negative development. The 
inexpensiveness and immediate usefulness of fluoroscopic facts are 
incontrovertible arguments. The possible dangers can be guarded 
against by proper protection of patient and operator. 

The peculiar superiority of fluoroscopy over radiography depends 
in the ability to study the peristalsis and surgical anatomy of the 
alimentary tract. We may study the physiological or pathological 
conditions which influence the position and relations of the esoph- 
agus, stomach, and intestines, with reference to the adjacent organs 
and bony skeleton; the anchorage of stomach and intestines, either 
normal or influenced by adhesions; the disposal of food in the gastro- 
intestinal tract; pathological filling defects and abnormalities of 
contour as presented by alterations in the tissues or interference 
with muscular function of the gastro-intestinal tract. 

The fluoroscopy of the gastro-intestinal tract requires modern 
protected apparatus. It must be used m a totally dark room that 
will permit the inspection of the leaded glass fluorescent screen 
without shading the screen. The bellows type of fluoroscope is 
not useful in the least; it leads to incorrect estimates of shadow 
values and is wofully inexact. It would be splendid if the bellows 
fluoroscope were eliminated entirely. It is responsible for so many 
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ill-effects and adverse criticisms that we would delight in a bonfire 
of those now on earth and ostracise the manufacturer of any dupli- 
rates. 

The author’s technique of fluoroscopy consists in the use of the 
Béclére type of apparatus in a totally dark room. The current to 
the tube is controlled by a floor switch in the primary circuit, which 
is opened or closed by the foot of the operator. The tube is regu- 
lated by a weighted string which operates an adjustment upon the 
regulating bulb of the tube and is at the right hand of the operator. 
With the water-cooled tube, regulation is seldom required. We 
employ a continuous current of water in the tube, after a fashion 
seen at the Albers-Schoenberg-Haenisch Institute at Hamburg. 
This consists of a 2-gallon bottle, with a small rubber tubing 
attached to an outlet in lower segment. This bottle is placed about 
two feet above the tube. After circulating in the water-cooling 
compartment of the tube, the water runs off through a second tube 
to a container upon the floor. 

Into the frame of the lead-glass covered fluorescent screen is 
fitted with thumb screws a piece of plain glass, upon which may be 
charted the outlines of the bismuth-filled organs and the anatomical 
landmarks, with blue and red fat-pencils. These charting glasses 
are readily changed and their markings may be copied later upon 
thin paper for record. It is poor policy to chart upon the lead-glass 
of the fluorescent screen, as one will not have time to copy and erase 
the sketches. 

The patient is prepared for the examination by a fast of four to 
six hours; the removal of the clothing to the hips; metallic markers 
are placed upon the ensiform and umbilicus; the patient may either 
stand erect or sit upon a movable bicycle seat, between the movable 
tube box and the screen. 

For the examination there are required bismuth capsules of 
varying sizes; paste of bismuth, sugar of milk, and water; bismuth 
in water, and bismuth porridge. We use a fairly thick porridge of 
cream of wheat, into which 40 to 60 grams of bismuth oxychloride 
or carbonate is thoroughly mixed. This is the established Rieder- 
ische Mahlzeit, when flavored with raspberry syrup. We prepare 
this in a chafing dish at the office or in the kitchen at the hospital. 

The scheme of Holzknecht for gastro-intestinal fluoroscopy, 
as outlined in his monograph' may be simplified as follows: The 
patient is placed in the right anterior oblique position, and offered 
the small bismuth capsule. When the current is applied he is 
instructed to swallow. The route and rate of the capsule in the 
esophagus is noted until it reaches and passes through the cardiac 
orifice of the stomach. The succeeding larger types of the capsules 
are then offered and their course noted. By this means we are able 
to determine the location and lumen of an esophageal stricture. The 
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capsules do not always find the orifice of a diverticulum; therefore 
we employ the bismuth paste, about a level teaspoonful of bismuth 
carbonate and sac. lac., half and half. This is swallowed at the 
suggestion of the operator and after the a-ray is turned on. The 
use of bismuth and water (2 drams of bismuth to 2 or 3 ounces of 
water) is then employed. By carefully noting the passage of the 
paste and the water mixture one can determine the pressure of 
esophageal strictures, diverticula, abnormalities due to adhesions, 
cardiospasm, dilatations, pleuritic tugs, esophageobronchial fistule, 
carcinomatous filling defects and alterations of outline, pressure of 
aneurysms or tumors upon the esophagus. The description of the 
fluoroscopic symptomatology of each of these conditions is worthy 
of a distinct and separate descriptive paper. 

Personally, we feel that the role of fluoroscopy in gastric diag- 
nosis is most alluring and satisfying. While certain diagnostic 
phenomena may be obtained from the inspection of a mixture of 
bismuth and water immediately after its ingestion, one should 
depend rather upon the Riederische Mahlzeit immediately following 
its ingestion. The phenomena of interest brought out by the water 
and bismuth are, briefly, as follows: The disposition of the mixture 
by the stomach—whether it immediately reaches the caudal pole 
and pylorus; if it does reach the pylorus, does some of it enter 
the duodenum before the reflex closure of the pylorus is provoked 
by the ingestion of food into the stomach. Upon this point rests 
the estimation of a patulous pylorus. Because the bismuth and 
water does not enter the duodenum at once, one should not assume 
that there is a stenosis of the pylorus, as the pyloric reflex may have 
been occasioned by the esophageal reflex. 

Succeeding the fluoroscopy of the esophagus and stomach by 
these simple measures we instruct the patient to eat slowly the 
ten or twelve ounces of bismuth porridge. This may take some 
time, as we frequently find gastric patients unused to such food. 

To simplify and curtail this paper, we shall list the fluoroscopic 
symptoms of the more common gastric conditions in which this 
method offers such valuable diagnostic assistance: 


FLUOROSCOPIC SYMPTOMS. 


I. Pytoric Stenosis. (1) Dilatation of the stomach, both 
longitudinally and transversely. (2) Antiperistaltic waves running 
from the pylorus to the greater curvature. (3) Interference with the 
emptying of the stomach, the exit of the food being delayed eighteen 
to forty-eight hours. Suspicious symptoms which should be noted 
are: More or less degree of distention of the stomach; weakened 
peristalsis; food delayed in exit twelve to twenty-four hours; adhe- 
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sions of the pyloric area, which produce a fixed pylorus; pyloric 
filling defects; absence of any peristalsis at the pylorus, the wave 
running only from the greater curvature to the prepyloric area. 
The pyloric stenosis, whether produced by infiltrations and cicatrices 
about an ulcer or carcinoma, would produce almost identical symp- 
toms. The differentiation can be determined by the stomach 
analysis, case history, and subjective symptoms. 

I]. Gastric Carcinoma. Gastric carcinoma presents the fol- 
lowing fluoroscopic findings: (1) Irregular filling defects in the out- 
line of the stomach wall. (2) Abnormal peristalsis, there being no 
waves at the site of the filling defect; or, if the carcinoma involves 
the pylorus, antiperistaltic waves are seen. (3) Hourglass con- 
traction where there is involvement of the middle portion of the 
stomach. The bismuth meal or water may be seen trickling 
through the narrowed lumen. (4) Adhesions of the stomach to 
adjacent organs, due to perigastric inflammation. (5) The lumen 
of the stomach is usually much smaller than normal, excepting, when 
the carcinoma involves the pylorus, we may have a dilatation. 

III. Gastric utcer. (1) Filling defects, which are not as 
irregular in outline as in carcinoma, the filling defect being due more 
to an irritation of the muscular action than to irregular outlines of 
mass changes in the stomach wall. This interference with the peri- 
stalsis in ulcers of the lesser or greater curvature is interesting. 
Where the ulcer involves the pylorus we have the additional 
symptoms previously noted when there is interference with the 
exit of the food. 
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The author has selected the preceding references from a large number of books, monographs, 
and papers. as embody ng the classical features of gastro- ntestinal fluoroscopy. 
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AMERICAN Practice OF SuRGERY. Edited by Josepu D. Bryant, 
M.D., LL.D., and Atsert Buck, M.D., of New York City. 
Complete in eight volumes. Volume VII. Pp. 961, with 396 
illustrations and 7 colored plates. New York: William Wood & 
Co., 1910. 


Tue seventh volume of the System of Surgery, edited by Drs. 
Bryant and Buck continues the discussion of regional surgery as 
follows: Surgical diseases and wounds of the pelvic and gluteal 
regions, by Dr. Chas. H. Peck, of New York City; surgical diseases 
of the extremities, by Drs. C. A. Porter, and W. C. Quimby, of 
Boston; of the abdominal wall, by Dr. J. D. Griffith, of Kansas 
City; diagnosis of abdominal tumors, by Dr. M.S. Harris, of Chicago; 
abdominal section, by Dr. Wm. McD. Mastin, of Mobile; vascular 
surgery, by Drs. Le Conte and F. T. Stewart, of Philadelphia; surgery 
of the stomach and cesophagus, by Dr. A. J. Ochsner, of Chicago; 
surgery of the diaphragm and subphrenic abscess, by Dr. J. C. 
Reeve, of Dayton, Ohio; surgical treatment of peritonitis, by Dr. A. 
J. McCosh, of New York City; tuberculous peritonitis, by Dr. N. 
Jacobson, of Syracuse; abdominal hernia, by Dr. E. W. Andrews, of 
Chicago; surgery of the vermiform appendix, by Dr. A. J. MeCosh; of 
the intestine, omentum, and mesentery, by Dr. Chas. W. Oviatt, 
of Oshkosh, Wisconsin; and surgical diseases of the anus and rectum, 
by Dr. J. P. Tuttle, of New York, and Dr. Sanuel T. Earle, of 
Baltimore. 

These various articles maintain a fair standard of excellence, 
and show that in most instances the editors have chosen the authors 
with discretion. Dr. Peck makes the most of a department of 
surgery apt to be slighted. His discussions of sacro-iliac disease, 
of sciatica, and of pilonidal sinuses are particularly noteworthy. 
Drs. Porter and Quimby have not been so successful in their dis- 
cussion of the miscellaneous affections included with the surgery 
of the extremities; there is no classification, and many of the topics 
might better have been discussed in earlier volumes where they 
properly belong. 

The monograph by Le Conte and Stewart, occupying nearly 200 
pages, is a carefully prepared and accurate exposition of the modern 
surgery of the vascular system, and will take its place beside that 
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ot Matas (in Keen’s Surgery), recently reviewed in these columns. 
While the experience of Matas has been vast in all departments 
of vascular surgery, there are few if any surgeons, in this country 
at least, who have had as much experience, and enjoyed such success, 
with wounds of the heart, as has Dr. Stewart. Apart from the 
practical value of this monograph, considerable historical matter 
is included, and the entire composition is marred only by the in- 
sufficiency of the references to original sources of information. 

The series of monographs on abdominal surgery is of unusual 
excellence, and though there is a certain amount of intrinsic evidence 
that the authors completed their work one or two years before the 
publication of the volume, the articles are nevertheless very satis- 
factory expositions of the science and art of abdominal surgery. 
Dr. Mastin (whose contribution, as well as those of Drs. Griffith 
and Harris, is separated from the abdominal section of the work 
by the section on vascular surgery) does well to emphasize the 
importance of making a diagnosis before opening the abdomen; 
it sometimes seems as if the more proficient a surgeon becomes in 
abdominal technique, the less careful he is to reach a reasonable 
accurate diagnosis before “taking off the lid.””. Dr. Ochsner recom- 
mends immediate operation for gastric perforation only during the 
first twelve hours after the accident; he advises a long abdominal 
incision, and practises gastric lavage during the operation and before 
suture of the perforation. In the case of patients coming under 
the surgeon’s care at a later period than twelve hours, he thinks 
each case should be judged on its merits; and that where there is 
a probability of the closure of the perforation by a plug of omentum 
it may be wise to sustain the patient with exclusive rectal feeding 
until an abscess forms, which abscess may then be drained. This 
teaching is in accord with the same surgeon’s views as to operation 
for appendicitis; and if only other surgeons did not misunderstand 
the teaching, and believe that it is possible by “Ochsner’s method”’ 
to cure such patients without operation, many lives would be saved. 
The important point is that operation is required sooner or later 
in all patients who do not die while the diffuse peritonitis is sub- 
siding; and it is with considerable surprise that we find that McCosh, 
whose untimely death in 1908 will long be regretted, states that 
a delay of a day or two may often be an advantage after a residual 
abscess has formed, in allowing the general peritoneum to be more 
securely walled off from the localized process. This we hold to 
be an erroneous view; unless the abscess which forms as peritonitis 
subsides under the “Ochsner treatment” is opened very soon, it 
may leak through its adhesions, causing a secondary diffuse peri- 
tonitis from which the patient will not recover under any form of 
treatment. In few cases is delay so dangerous. 

MecCosh’s views on appendicitis, though radical, we believe to 
be more truly conservative of life than those of surgeons who are 
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willing to temporize with a most treacherous disease. He says: 
“There is no surgeon living who can know that an ulceration is 
not rapidly approaching the serous coat of the organ,”’ and he urges 
immediate operation in every early case; in cases with diffuse peri- 
tonitis he urges immediate operation except in patients past middle 
life with bad livers or kidneys (in such patients he thinks the Ochsner 
treatment preferable); and immediate operation is also advised in 
‘ases of abscess, but he reiterates his belief that if the abscess has 
formed as a diffuse peritonitis subsides, a delay of a few hours or 
davs may be beneficial. 

Dr. Ochsner’s reference to the benefit to be derived from drainage 
of the stomach by gastro-enterostomy at its lowest point seems an 
indication that these paragraphs were penned some years ago; 
since there is at present quite sufficient evidence that gastro-enter- 
ostomy is not a drainage operation except when the pylorus is 
obstructed, and that even under such circumstances ‘the location 
of the opening at the lowest point of the stomach is of no advantage 
so far as drainage is concerned. 

Reeve’s article also is scarcely up to date; he apparently is un- 
familiar with Barnard’s admirable lectures on subphrenic abscess 
(1908); and we have read Oviatt’s chapter on the intestines with- 
out finding even a mention of congenital megacolon, the so-called 
Hirschsprung’s disease. This whole article is very sketchy, reading 
like a student’s quiz compend, and being notably weak in pathology, 
and giving no idea whatever of prognosis. 

The illustrations throughout the volume are scarcely up to the 
standard of those in other modern works; conspicuously poor are 
the smears of printer’s ink furnished as illustrations of the anatomy 
of hernia. Plate 100 precedes a series numbered 48 to 52; the legend 
to Plate 52 faces Plate 51, and Fig. 21 is upside down. 


Dik SYPHILIS DER NASE, DES HALSES, UND DES OHRES (SYPHILIS 
OF THE Nose, THE ‘THROAT, AND THE Ear). By Dr. P. H. 
GERBER, Professor in the University, and ]irector of the Royal 
University Policlinic for Throat and Nose Patients at Kénigsberg. 
Second edition; pp. 144, with four colored plates. Berlin: 5. 
Karger, 1910. 


THis volume is more than a second edition of the first, of which, 
to quote the author’s preface, hardly one stone remains upon an- 
other. It is a condensed and in some measure statistic summary 
of the facts developed from the records of syphilis of the throat, 
nose, and ear reported in general, with a bibliography of sixteen 
octavo pages. ‘lhe great significance in syphilitic lesions in the 
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mucous membrane of the upper air passages is declared to depend 
upon three conditions: (1) ‘The occasionally relatively early appear- 
ance of subjective difficulties and functional disturbances and their 
chronic progress; (2) the production of a copious secretion which 
threatens easy extension of the disease; and (3) the great tendency 
to destruction shown by the syphilitic products, and which penetrate 
into the adjoining cartilaginous and osseous tissues. ‘Chen there 
are the destructive processes at the orifices of the respiratory and 
digestive tracts which leave lifelong stigmata—destructive processes 
that sometimes directly endanger life. 

In the author’s practice 672 cases of syphilis of the upper air 
passages were noted in 73,663 patients, of which 4 were primary, 
105 secondary, and 329 tertiary. ‘The nose was the seat of lesion 
in 231 cases, the rhinopharynx in 59, the mouth and pharynx in 
481, the larynx and trachea in 115, and the ear in 33. Of the 
whole 672, 231 had tertiary nasal syphilis. 

The lesions occurring in each division of the subject are detailed; 
in some instances accompanied by brief records of exemplic cases. 
A series of four plates at the close of the volume contain excellent 
colored representations of a few of the conditions described in the 
text. J. 5.5. 


GENERAL By Frost, Associate 
Professor of Bacteriology in the University of Wisconsin, and 
EuGENE FRANKLIN McCampseE.., Professor of Bacteriology in 
the Ohio State University. Pp. 332; 61 illustrations. New 
York: The MacMillan Company, 1910. 


Tus book is extremely comprehensive in its scope, aiming at 
no less than a survey of the whole subject of bacteriology. Natu- 
rally, limitation of space has rendered detailed treatment of the 
various divisions impossible. Still, conciseness of expression and 
an excellent sense of proportion have enabled the authors to com- 
press a large amount of information into small compass. Beginning 
with a brief sketch of the history of the subject one is carried logically 
through the morphology of bacteria, the methods used in their 
study, the principles and methods of classification, and the physi- 
ology, metabolism and relation of bacteria to environment. The 
biology of the specialized groups of bacteria is next considered, 
50 pages being devoted to the pathogenic organisms. Under the 
Distribution of Bacteria there are chapters on bacteria of the soil, 
of the air, of water and sewage, of milk and its products, and of the 
human body. 

The book is not a thesaurus for the sake of reference use, nor is 
it a compend of practical points for the worker in this field. It is 
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purely educational, regarding bacteriology as a branch of biology, 
and may be commended to the student for use in conjunction with 
laboratory work and more specialized manuals in order to give him 
a perspective in his work and the rationale of various methods. 
To those specializing in this field the book is of interest as affording 
in brief space a broad view of the whole subject. Feeling that this 
has been the intent of the authors and that they have acquitted 
themselves very creditably of a difficult task it would be unfair 
to mention in a critical way the shortcomings of the chapters which 
are of especial interest from the standpoint of medicine such as 
incompleteness of the list of pathogenic bacteria and inadequate 
descriptions. There are many books which cover these omissions. 
When perused for its general educational value there is no one who 
is interested in any aspect of bacteriology who will not obtain much 
that is interesting and of value. is SA 


A TREATISE ON DISEASES OF THE SKIN. For THE Usk or ADVANCED 
STUDENTS AND Practirioners. By Henry W. STELWAGON, 
M.D., Ph.D., Professor of Dermatology, Jefferson Medical College, 
Philadelphia. Sixth edition, revised. Handsome octavo of 1195 
pages, with 289 text illustrations, and 34 full-page colored and 
half-tone plates. Philadelphia and London: W. B. Saunders 
Company, 1910. 


Tus new edition of Stelwagon’s well-known and deservedly 
esteemed T'reatise on Diseases of the Skin shows evidences of care- 
ful, painstaking revision in almost every section, the section on 
pellagra, a disease which has rather suddenly assumed great impor 
tance recently in the United States, having been entirely rewritten. 
The author is not inclined to accept the long-prevalent theory that 
this malady is due to the eating of spoiled maize, but thinks it more 
likely that it is caused by some protozoOn, a view which just now 
seems to be gaining an increasing number of supporters. A number 
of tropical affections are included in this edition for the first time, 
among them that extremely mutilating disease gangosa, which 
we have acquired, along with numerous other undesirable things, 
with our colonial possessions in the East. Sporotrichosis, a com- 
paratively recent addition to the already long and rapidly growing 
list of cutaneous infections, is likewise treated for the first time. 

The so-called grain itch is thought by the author to be, in many 
cases at least, identical with the pruritic disease known as “ prairie 
itch,” an annoying affection which has been prevalent off and on 
for years past in a number of the Western States. There is appar- 
ently but little doubt that these two affections are one and the 
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same, both being due to the Pediculoides ventricosus, whose causal 
relationship to grain itch has only quite recently been discovered. 

The chief therapeutic novelty which finds mention in this edition 
is the so-called carbon dioxide snow, introduced into dermatological 
therapeutics by Pusey. The author gives with some detail directions 
for the use of this very manageable and, in properly selected cases, 
efficient caustic. The very great value of this agent in the treatment 
of vascular nevi and certain other newgrowths of the skin was 
immediately recognized upon its introduction, and its use has grown 
very rapidly. 

The many admirable illustrations which it contains have always 
been one of the most valuable and attractive features of the book, 
illustrating the text in the most effective manner. Twenty-five 
new ones have been added to this edition, while a few of the older 
and less satisfactory have been omitted. . 

These additions and revisions, incorporating the most recent 
acquisitions to our knowledge of diseases of the skin, bring the 
book fully up to date, and it continues to be what it has been from 
its first appearance, one of the best treatises on the subject. 


M. B. H. 


Tue MasquerRADE. By FREDERICK W. PEABopy, 
LL.B. Pp. 197. The Hancock Press, Boston, 1910. 


Tus contribution, in a very bitter tone, to the controversial 
literature of “Christian Science” is interesting as coming from a 
lawyer of standing, who has been engaged in several suits involv- 
ing Mrs. Eddy and other various members of her sect, and thus 
made acquaintance with vast amounts of sworn testimony and 
read many unpublished letters. His conclusions are uncompro- 
misingly stated, and he refuses to be ranked with the weak-minded 
who think “there must be something in it.” He asserts the inventor 
to be “mercenary, insincere, shameless, and bold to a degree sur- 
passing that of all other persons who have duped mankind. Upon 
theft and falsehood she has laid the foundations of the ‘religion’ 
by which she has accumulated a fortune.” He is not content with 
assertions; he quotes chapter and verse, as in the accounts of the 
death of Mrs. Eddy’s coachman, who expired (in her house) of a 
disease of which he had been “completely cured,” and of the end 
of her English “show convert,” the Earl of Dunmore. The latter 
had been “healed” after being told by an eminent London surgeon 
that his disorder was incurable. So he sat on the platform and 
testified and wrote articles, ete.—the only misfortune in the case 
being his death of the very disease of which he had been cured. 
Mr. Peabody’s final conclusion is that except the honestly deluded, 
the whole lot are “in a skin-game” together. J. K. M. 
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INDUCED CELL REPRODUCTION AND CANCER. By HuGH CAMPBELL 
Ross, M.R.C.S., L.R.C.P., Director of Special Researches at 
the Royal Southern Hospital, Liverpool. Pp. 423; 129 illustra- 
tions. Philadelphia: P. Blakiston’s Son & Co. 


Tuts widely heralded book, after an introductory preface of 
distinct interest as to how the author’s method of research came 
to be developed, presents the subject in seventeen chapters and 
four appendices. The studies by the author and his collaborators 
have been made especially on human leukocytes, the cells being 
placed on a 1 per cent. agar film and covered with a cover-slip. 
The stains and the various chemical substances are dissolved in the 
agar solution and act upon the cells by diffusion into them after 
the preparation has been made. Records of the various changes 
observed are made upon photographic plates by a very ingenious 
photomicrographic apparatus devised by the author. An interest- 
ing algebraic formula for the mixture of the agents that are to 
act on the cell has been elaborated and depends on predetermined 
“units” which by multiplication and addition equal the “coefficient 
of diffusion” of the particular type of cell in question. Some interest- 
ing early conclusions indicate that the blood platelets are living cells, 
and that basic degeneration of the erythrocytes is due to breaking 
up of the nucleus. Following this it was noted that alkaloids in the 
agar jelly excited what is called increased amoebic activity, the 
most active being atropine. The next important observation was 
that extract of prevertebral lymph nodes of sheep excites division 
in the lymphocytes, and the statement is made that “the nucleus 
does not vanish; it forms the spindle. The chromasomes are not 
derived from within the nucleus, but are formed from the normal 
Altmann’s granules which exist in the cytoplasm. The centro- 
somes are not mere ‘dots’ at the poles of the spindle, but are derived 
from the nucleolus, which has divided into two.” The further state- 
ment is made that the chromasomes may number 8, 16, 32, or some 
number between these figures, and that the more rapid the division 
the fewer the chromasomes. Asymmetrical division and division 
into several daughter cells is described as very common. Further- 
more, the chromasomes may split either longitudinally or trans- 
versely. Division could be induced only in cells on the jelly not 
in cells suspended in a solution containing the same agents. After 
some experimentation similar changes were produced in polymorpho- 
nuclear leukocytes, and the startling discovery made that the 
so-called lobes of the nucleus are really centrosomes. Other 
“auxetics” (excitors of reproduction) were found in the azur con- 
stituent of polychrome methylene blue, and in some elements in 
putrefied adrenal extract, believed to be similar to kreatin, xanthin, 
globin, or probably to some of the amido-acids. The auxetic action 
of globin is shown in the successful treatment of chronic leg ulcers 
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by means of its application, but always with intervening suppura- 
tion. From this the author argues that some similar auxetics must 
account for the proliferation of cancer cells, the ultimate cause 
thus being destruction of tissue with resultant excessive atypical 
multiplication. Such proliferation normally is inhibited by a demon- 
strable inhibitory action of normal serum. ‘Treatment, therefore, was 
instituted in two cases of cancer by rectal injections of defibrinated 
sheep’s blood with apparent improvement of the patient’s general 
condition. 

The reviewer cannot attempt to analyze all the points made 
in the book, but would say that the statements in regard to cell 
division, which are fundamental in the argument presented by the 
author, are dogmatic and lack convincing proof either in the text 
or in the pictures. The author ignores many well-founded observa- 
tions on living protozoa and shows little knowledge of many important 
biological facts. Questionable statements in regard to pathological 
problems are made, such as: “The phenomenon of healing is due 
to the proliferation of white blood cells which multiply by cell 
division to repair the tissues which are damaged” (page 168); “mu- 
tation—an acquired characteristic suddenly becoming hereditary 
for all succeeding generations” (page 369). He uses curious terms 
for well-known parasites, e. g., “trypanema pallida,” “trypanosomes 
amoebe (the causes of dysentery). Errors of this kind tend to 
limit confidence in the accuracy of other statements made and 
seriously hamper the logic of the argument in the mind of a critical 
reader. 

Professor Harvey Gibson and others have written open letters 
to the Lancet (December 31, 1910) in reference to the appearance 
of their names in the book, and the author has answered them in 
a letter to the same magazine (January 4, 1911). This correspond- 
ence is of such a personal nature, however, that it should be given 
no great weight in a purely scientific estimate of the worth of the 
author’s researches. 

Mechanically the book is well made up; it is printed in large 
clear type, on heavy white paper and profusely illustrated, the 
illustrations being well correlated with the text. The subject matter 
is presented clearly and in logical sequence, and should be intelligible 
to even the lay reader, but to the scientific reader it lacks the con- 
ciseness which a more liberal use of technical terms would insure; 
and in many places frequent repetition of previously stated observa- 
tions and detailed explanations of points well understood by the 
tyro in biological science render the book tiresome and verbose. 
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DISEASES OF THE COLON AND THEIR SurGICAL TREATMENT. By 
P. LockHart Mummery, F.R.C.S. (Eng.), B.A., M.B., B.C. 
Cantab., Jacksonian Prizeman and Late Hunterian Professor, 
Royal College of Surgeons. Pp. 322; 88 illustrations. New 
York: William Wood & Co., 1910. 


Tuts book, the preface tells us, “is founded upon the essay 
which was awarded the Jacksonian Prize for 1909 by the Royal 
College of Surgeons.” Opening with an account of the anatomy 
and development of the colon, there follow chapters on the physi- 
ology, morbid physiology, and bacteriology of the colon, with a 
consideration of methods of diagnosis. ‘The chief diseases of the 
colon for which surgical treatment may be required are then dis- 
cussed at the length of a chapter each, including such subjects as 
congenital abnormalities, volvulus, adhesions and kinking, enter- 
optosis, intussusception, chronic mucous or membranous colitis, 
ulcerative colitis, pericolitis, tuberculosis of the colon, chronic con- 
stipation and fecal impaction, simple stricture of the colon, em- 
bolism of the mesocolic vessels, simple tumors of the colon, malig- 
nant disease of the colon, and traumatism; while the volume con- 
cludes with a brief description of the various operations which have 
been recommended in earlier portions of the work (colotomy, 
appendicostomy, resection and anastomosis of the colon). ‘The 
surgery of the rectum is not included. 

While the entire work is distinctly Anglican in conception and 
execution, only the most casual acquaintance being exhibited with 
the work of surgeons on the Continent of Europe and in this country, 
the volume, nevertheless, is a welcome addition to the rather scanty 
literature of a subject which is yearly coming to occupy a larger 
portion of both surgical thought and practice. Among the most 
interesting chapters are those dealing with chronic forms of colitis. 
Mummery objects to the terms mucous and membranous colitis as 
indicating a symptom-complex which may be due to various patho- 
logical states; he thinks ‘chronic colitis” a suitable name, provided 
the one using it admits the disease under discussion to be really a 
chronic inflammation of the colon and not merely a neurosis; and 
he presents figures which tend to show that there is nearly in every 
case a definite pathological change in the colon sufficient to account 
for the symptoms. He speaks enthusiastically of appendicostomy 
as the ideal remedy for patients whom medical treatment has failed 
to relieve; and from his personal experience in five cases, evidently 
is a competent judge. 

In speaking of strictures of the colon, as also of the rectum, which 
still are regarded by many surgeons as due to tertiary syphilis, he 
states that after a careful search he has “not succeeded in finding a 


single instance of an undoubted syphilitic lesion, much less of a 
syphilitic stricture.” The figures he presents of operations for 
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malignant disease with acute obstruction, supervening on chronic, 
merely serve to emphasize the danger of radical operation and the 
comparative safetv of the two-stage procedure. 

The volume will prove more useful for reference if in a second 
issue it shall be more carefully edited, that is, the subject matter 
rearranged, condensed, and systematized. A.P.C. A. 


THe Ear anp its Diseases. By Aubert A. Gray, M.D., Laureate 
of the Lenval Prize in Otology, International Medical Congress, 
1909; Surgeon for Diseases of the Ear, Victoria Infirmary, Glas- 
gow. Pp. 388; 123 illustrations. New York: Wm. Wood & 
Co., 1910. 


As one new feature, the back cover of this volume contains a 
sheath enfolding a strip of set lenses for due study of its thirty-seven 
stereoscopic photographic illustrations. Another valuable feature 
consists of sixteen initial preliminary pages on acoustics for better 
appreciation of the physics involved in the production and sensation 
of sound. ‘These are exceptionally excellent. ‘Then follow chapters 
on anatomy and physiology, methods and principles of investiga- 
tion, general semeiology and therapeutics, the relationship of nasal 
and pharyngeal affections to diseases of the ear, and on the injuries 
and diseases of the outer ear; concluding with several pages on 
deaf-mutism, and a few paragraphs as to the bearing of ear disease 
upon life insurance. All these subjects are duly illustrated, largely 
with photographs and photomicrographs of normal and pathological 
specimens prepared and photographed by the author. 

The text is terse and comprehensive; the teaching good, and in- 
dicative of practical experience. Little attention is accorded to 
theory or procedure of doubtful import, while well-known and well 
proved measures are not unduly elaborated. Caution is counseled 
in instituting radical surgical measures on the one hand, and very 
few surgical instruments and appliances are figured on the other. 
As a supplementary volume, instructive on a number of useful 
points untouched in the ordinary text-book, it is well worth a place in 
the library of the working otologist. J.S.C. 
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On the Acquisition of Tolerance to Salvarsan by Treponema Pallidum. 
—GaUCHER and GUGGENHEIM (Bull. et mém. Soc. méd.d. hép. de Paris. 
1911, xiii, 174) have made a careful clinical study of cases of lues 
treated with “606,” which would tend to throw light on the alleged 
power of treponema pallidum to acquire arsenic resisting properties 
such as Ehrlich found for trypanosomes. In considering some cases 
treated originally with hectine or with repeated “606,” they conclude that 
the proportion of partial or complete failures is not greater than in a 
large series of cases, and that certain complete cures with “606” have been 
reported after extensive preliminary arsenic treatment. Further cases 
so treated and resistant to “606,” have been cured by further exhibition 
of the very drug through which they have acquired tolerance. While 
many injections of “606’’ may result in a tolerance, such an issue is rare. 
In the discussion, it seemed to be the consensus of opinion that for 
obstinate cases 0.5 gr. followed after five days by 0.6, then by 0.7 for 
men, intravenously, then a rest for ten days, and further similar treat- 
ment of 0.5 and 0.6 gave the best results. This prevented rapid excre- 
tion and also tended against massive doses, so that the organism was 
continually saturated. 


Importance of Testing for Isoagglutinins Before Transfusion. — 
OTrENBERG (Jour. of Exper. Med., 1911, xiii, 425) relates experiments 
on isoagglutinins which are interesting in view of the increasing number 
of transfusions lately reported in addition to the number of treatments 
of severe anemias and hemorrhagic states with defibrinated blood. 
He records Schultz’s recent observations on injections of defibrinated 
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blood in severe anemias where the first patient whose blood was hemo- 
lyzed and agglutinated by that of the donor suffered marked collapse, 
whereas those wherein there was not this reaction showed little or no 
effects in the majority of cases. He feels that intravascular agglutina- 
tion may occur from the donor’s blood, but that it may give rise to no 
symptoms. The process may be influenced by (1) concentration of the 
agglutinin; (2) absorption of the agglutinin by excess of the agglutinable 
cells; (3) interference with agglutination by excess of non-agglutinable 
cells whereby the clumps are made small. In case a non-agglutinative 
donor cannot be obtained, he feels it would be better to use a donor 
whose serum agglutinates the donee’s cells rather than one whose cells 
are agglutinated by the patient’s serum. He concludes that serum 
tests should be done when possible, but that as agglutinable cells are 
destroyed by phagocytosis, their use in transfusion is but slight. 


Experimental Sarcoma of the Fowl.—Pryton Rous (Jour. of Exper. 
Med., 1911, xiii, 397) reports progress with his transmissible sarcoma 
of the fowl. He has succeeded in producing the tumor in normal hosts 
by a cell-free filtrate passed through a Berkefeld filter. This growth 
from the cell-free filtrate has furnished tumors capable of producing 
new tumors after injection. The tumor is a spindle-celled sarcoma 
growing by amitosis. The transplantation from filtrate takes much 
longer to appear than that from grafts. It has now reached such a 
stage of malignancy that it can be transplanted to other varieties of 
chicken, but not in other species of animal. Metastases, too, are becom- 
ing much more frequent and larger. 


Salvarsan in Syphilitic Meningitis. —Dwu Caste. and Parar (Bull. 
et mém. Soc. méd. d. hp. de Paris, 1911, xxviii, 252) discuss acute second- 
ary syphilitic meningitis arising in a patient who exhibited secondary 
genital lesions in September, 1909, and came in for mercurial treat- 
ment in February, 1910. After a clinical cure, in nine months she was 
readmitted with intense headache, vomiting, pain in the back, and con- 
stipation. She was rigid, with a slow pulse and a temperature of 103°. 
Kernig’s sign was positive. The reflexes of the upper extremity were 
retained, whereas those of the lower were lost. There were secondary 
lesions in the mouth and hyperplasia of the cervical glands. Lumbar 
puncture showing a cell count of 53 per c.mm., and the Wassermann 
test being positive, she was given 0.4 gr. of “606,” intravenously, and in 
thirty-six hours her temperature fell to normal, the headache disap- 
peared, and one day later the cervical rigidity was gone. Three days 
later the return of headache and persistence of clinical signs caused 
the administration of 0.3 gr. intramuscularly. After two more days 
Kernig’s sign was negative, but the reflexes were still abolished. While 
the Wassermann reaction was growing less marked daily, the cerebro- 
spinal lymphocytosis persisted, and a threatened return of the Wasser- 
mann led to a further injection of 0.3 gr. of “606” intravenously, and 
benzoate of mercury treatment. Thus, three injections of “606” have led 
to a more rapid improvement of acute signs than would mercury, but 
have not been sufficient to reéstablish reflexes, nor to suppress the cere- 
brospinal lymphocytosis, a more certain sign of meningitis than is the 
Wassermann. 
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Meningitis Following Lead Poisoning.—Mosnry and Saint GIRONS 
( Bull. et mém. Soc. méd. d. hép. de Paris, 1911, xxviii, 252) report a case 
of left hemiperesis in an alcoholic, aged forty-eight years, a painter for 
thirty-five years. During the last thirteen years he had five attacks 
of colic, the last three in six months. In this last illness, they noted the 
hemiplegia associated with hyperesthesia to pain, but both were so 
transitory as to disappear in a week. The systolic pressure meanwhile 
fell from 200 to 150 mm. Hg, but there was a persistent increase in the 
cerebrospinal lymphocytes—68 per cm. The Wassermann reaction was 
negative in blood serum and cerebrospinal fluid. The lead intoxication 
thus led to paresis by meningitis. LorPER and Prnarp, in the same 
journal (1911, xxviii, 226), report a case of acute meningitis in an elec- 
trician, aged thirty-nine years, who had headache, vomiting, and consti- 
pation, with cervical rigidity, Kernig’s sign, and exaggeration of reflexes. 
It is only in occupations allowing of massive head intoxications, e. g., 
in electrical works or china factories, that these incidents are possible. 
The symptoms simulate those of tuberculous or syphilitic meningitis; 
but the absence in one of the bacilli (even on guinea-pig inoculation) 
and in the other of the Wassermann, together with history and the 
favorable outcome, renders diagnosis simpler, 
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A Plastic Method of Operation for the Closure of Fistula Coming 
from Internal Organs. —ABRASHANOFF (Zentralbl. f. Chir., 1911, xxxvi, 
186) says that the essentials for the closure of every fistula through 
which the contents or secretion of an organ escapes are the removal 
of the cause of the fistula and the closure of its edges by sutures, as 
in bladder and intestinal fistula. Unfortunately such a method is 
not always possible, as in those coming from the kidneys, liver, and 
lungs. Since 1900 Abrashanoff has been employing a method of his 
own. A sufficiently large flap is prepared from the neighboring tissues, 
but is best made of muscle. After freshening the surfaces of the fistula 
by a sharp curette, the point of the flap is introduced into the fistula 
to its bottom, so that the whole canal is filled by the flap. In order 
to prevent the displacement of the flap, it is sutured at different points 
to the margins of the fistula. Within a few days it adheres and gives 
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a foundation for connective-tissue formation, which fills up the re- 
mainder of the opening. The fear that the flap will cause a damming 
up of secretion was not justified by Abrashanoff’s experience. In a 
man, aged twenty-seven years, after a stab wound of the chest, there 
developed an abscess of the lung, which was opened by incision. Ten 
months after the wound was received a fistula still persisted and 
communicated with the lung, as shown by bloody expectoration after 
probing it. The above operation was performed, and in three weeks 
it was completely cicatrized. It was still closed nine months after the 
operation. In a woman, aged twenty-three years, during a double 
salpingectomy for an adhesive pelvic peritonitis, the colon was wounded, 
and after one and one-half months there still persisted a fistula, 6 
em. deep. After two months it was closed by the same operation. 
The flap healed in and the escape of feces soon ceased. In an old 
empyema, operated on twice by Schede’s method, there remained 
a cavity 6 cm. deep, which was filled by such a flap and thus healed. 


Concerning the Question of Drainage of the Thorax. —TIEGEL (Zen- 
tralbl. f. Chir., 1911, xxxviii, 347) reports the case of a man, aged 
thirty-seven years, who was admitted to the hospital with a stab wound 
of the thorax, in an almost pulseless condition. The knife had pene- 
trated the right intercostal space, had divided the second rib and the 
internal mammary artery, and had produced a deep wound in the 
upper lobe of the right lung. There was an extensive pneumothorax 
with a marked cyanosis. Under the administration of oxygen, which 
improved the dyspnea immediately, the wound was enlarged down- 
ward, the wounded vessels ligated, and the wound closed by exact 
suturing with silk. The skin and muscle wound was closed by sutures 
down to the lower angle, where an opening was left, three fingers’ 
breadth below the original wound. Through this oblique canal a 
strip of iodoform gauze was introduced. On the third day there 
developed signs of a high grade of pneumothorax, when the tampon 
was removed and there immediately escaped a quantity of bloody 
exudate. The breathing, which had been troubled, superficial, and 
panting, immediately became quiet and deep. In the place of the 
gauze drain a rubber tube was inserted, which was provided with an 
improvised valve. Healing followed. As a result of this experience, 
Tiegel devised a more suitable apparatus for this kind of drainage, 
which is described in detail. He also provided that the inner end of 
the tube should lie in the lowest part of the cavity near the spinal 
column. 


Clinical and Experimentai Investigations Concerning the Function 
of the Stomach after Gastro-enterostomy and Resection of the Pylorus. 
—ScHULLer (Mitt. a. d. Grenzegeb. d. Med. u. Chir., 1911, xxii, 715) 
says that an anterior gastro-enterostomy at the fundus of the stomach 
with a wide anastomotic opening and an adjacent entero-anastomosis 
will not cause an alteration in the form, position, or outline on 
distention of the stomach. Since by the use of the x-ray it is seen 
that during the taking of food, the stomach contents do not pass into 
the intestine, it is concluded that the anastomotic opening does not 
interfere with the function of the stomach. The path taken by the 
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food after the gastro-enterostomy will depend chiefly upon the move- 
ments of the antrum and the permeability of the pylorus. Notwith- 
standing the gastro-enterostomy, a part of the food always goes through 
the pylorus, and the closure of the pylorus is the only guarantee of 
the continued patency of the anastomotic opening. In the normal 
stomach of a dog, a gastro-enterostomy made in the antral portion 
of the stomach will provide a more physiological evacuation of the 
stomach contents, and the opening tends less easily to become closed 
than when it is made in the fundus portion. It does not prevent, 
however, the partial passage of the food through the pylorus. For 
the exclusion of the duodenum, a gastro-enterostomy with closure 
of the pylorus is indicated. A simple retention from atony of the 
stomach and inflammatory tumors of the pyloric region, calls for a 
gastro-enterostomy in the fundus portion of the stomach without 
closure of the pylorus. In a gastroptosis without retention, a gastro- 
enterostomy is not to be recommended. When, during a gastro- 
enterostomy operation, an unhealed ulcer is found and is not excised, 
suitable diet and rest of the stomach must be provided. The evacua- 
tion of stomach contents through the anastomotic opening will be well 
toward the normal, but will not exceed the normal. This evacuation 
does not occur continually, but in jets, and goes mostly toward the 
efferent loop, rarely through the afferent. The cause of the inter- 
ruption in the outflow of food is not to be sought in the stomach, but 
in the intestine. The removal or closure of the pylorus is not associated 
with as easy an evacuation of the stomach contents as is a simple 
gastro-enterostomy. The time for evacuation when the pylorus is 
closed varies. Retention in a resected stomach does not imply an 
insufficient anastomotic opening. This opening in such an operation 
should be placed at the deepest part of the stomach. A _ gastro- 
enterostomy almost always impairs stomach digestion. Without 
the evidence of lactic acid, a recurrent carcinoma in a resected stomach 
cannot be diagnosticated. There is no reason after a gastro-enterostomy 
to reduce the albuminous foods in favor of the fats. Digestive dis- 
turbances are to be treated as if no gastro-enterostomy had been 
done. The stagnation of the escaping stomach contents in the intestinal 
loop has only a subordinate influence on the development of a jejunal 
ulcer. 

The Results and Prospects of Conservative Treatment of Hour- 
glass Contracture of the Stomach, with a Contribution on the X-ray 
Diagnosis of the Same.—ScuHLEsInGeR (Mitt. a. d. Gren-egeb. d. Med. 
u. Chir., 1911, xxii, 787) says that hourglass contracture of the stomach 
is generally considered a surgical disease and that it always calls for 
operation. According to his experience a certain diagnosis and the 
determination of the degree of the constriction is at times possible 
only by means of the Réntgen ray. For the differential diagnosis 
not only is the intermittently spastic contraction of the hourglass 
stomach observed, but what is more important the formation of 
folds within the stenosed area and continuously tetanic contraction 
are maintained by the presence of ulcers, erosions, and stagnation. 
Occasionally we are able to ameliorate these spasms by internal 
therapy and sometimes even to cause them to disappear. In this 
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way the gastric motility may be considerably improved. In cases 
of hourglass contraction in which such improvement is obtained 
in a few weeks operation is not necessarily indicated. In order that 
such patients while running a symptomless course may not get worse, 
regular examinations should be made at periods of from six to twelve 
months. 


The Treatment of Fistule with Beck’s Bismuth Paste. —Branpes 
(Deut. Zschr. f. Chir., 1911, eviii, 221) says that of 30 cases injected, 
in 29 it was with a therapeutic purpose, and in 6 of these without 
successful results. Of 4 thoracic fistula, in 3 the cure was surprisingly 
rapid. The fourth was a bronchial fistula; 7 other fistulae of various 
kinds, excluding those arising from bone and joint disease, were healed. 
Of 18 fistule from bone and joint disease, with the exception of 3 
cases of a tuberculous nature, 12 were successfully treated, 1 remained 
doubtful, and 5 were failures. Brandes regards these injections as 
an excellent improvement in the diagnosis of fistulae by the 2-rays. 
When the injections of bismuth are rationally carried out, they favor 
healing of the distended fistule and the time necessary to bring this 
about is remarkably short. Failures are to be expected by the method, 
the chief factors then being a markedly depressed general condition 
of the body, copious discharge from the fistula and a progressive 
primary disease process. Advanced bone and joint disease (Pott’s 
disease and coxalgia) give the greatest number of failures. The method 
exposes the patient to the danger of bismuth and nitrite poisoning. 
This danger is much lessened by changes in the method, the substitu- 
tion of bismuth carbonate for bismuth nitrite, and by diminishing 
the quantity of the bismuth paste employed. However, it has not 
been entirely eliminated. Non-poisonous substitute preparations 
must be found, which will have the same healing effect as the bismuth 
paste, so that we shall obtain not only a very rapid and successful 
method of treatment but at the same time one that is without danger. 


An Experimental and Clinical Study of the Functional Activity of 
the Kidneys with the Aid of Phenolsulphonaphthalein. —RowNTREE and 
GeraGcuty (Ann. d. mal. d. org. gén.-urin., 1911, i, 284 and 414) say 
that the functional tests, together with a careful clinical study of 
the patient, furnish without doubt valuable information concerning 
the functional capacity of the kidney. The, phenolsulphonaphthalein 
tests as they were carried out by the writers gave many advantages 
over all other functional tests proposed up to the present time. This 
preparation is much better adapted for a functional test than any 
other substance previously employed, because of its prompt appear- 
ance in the urine and its rapid and complete elimination by the kidneys. 
The quantitive estimation of the amount excreted is simple and exact. 
The permeability of the kidney for this substance is diminished in 
chronic parenchymatous nephritis as well as in chronic interstitial 
nephritis, the diminution being more marked in the interstitial variety. 
This test is shown to be of great value in revealing the real condition 
of the kidneys of patients presenting a urinary obstruction of prostatic 
origin. It has in these cases greater value than the study of the total 
quantity of the urine and the total quantity of solid matter or urea, 
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and it permits the surgeon to choose for operation a time when the 
kidneys are in a satisfactory functional condition. The amelioration 
observed in these cases of prostatic obstruction from the institution 
of preliminary treatment is demonstrated in a remarkable manner 
by the phenolsulphonaphthalein test, which indicates also the favorable 
time for operation. In renal lesions, unilateral or bilateral, the absolute 
amount of work done by each kidney and the relative proportion 
of work of both kidneys, can be determined when the urines are taken 
separately. 

Operative Treatment of Wounds of the Heart.—BrewstTer and 
Rosinson (Annals of Surgery, 1911, liii, 324) report a case of gunshot 
wound of the heart with autopsy following operation performed when 
the patient was almost moribund, and have made a study of the subject. 
The reported cases of wounds of the heart show that 71 cases have 
been successfully sutured, while 106 have been operated on with fatal 
result; 11 of the recoveries and 13 of the failures were cases of bullet 
wound. As the operation is still in a comparatively new field of surgery, 
and is looked upon as a considerable achievement, it is probable that 
a large proportion of the successful results have been reported. If, 
however, some of the failures have not been reported, the mortality 
of 60 per cent., which the above cases show may be an unduly low one. 
The writers regard the diagnosis of heart wounds as usually difficult, 
and that they rarely exist without pleural or lung involvement. Opera- 
tive rather than expectant treatment is indicated in a large proportion 
of the cases. Osteoplastic flaps should not be employed. Intercostal 
incision, with or without subsequent division of ribs, is the preferable 
method of approach. In certain cases the heart wound may be of 
sufficient size to permit violent hemorrhage at the time of suture. 
In such cases interrupted manual compression of the superior and 
inferior cavee may be a possible safe procedure; the profuse hemorrhage 
without this compression is of greater danger. Differential pressure 
with apparatus is by no means a sine qua non in all operations for 
wounds of the heart and lungs. It is, however, a valuable agent to 
control the respiratory function, to regulate the heart beat, and to 
reinflate the lung at the end of operation. Air tight closure of the 
pleural cavity with reinflation of the lung should be employed when 
possible; the intercostal incision followed by a pericostal stitch is a 
successful method of securing tight closure. Drainage of the peri- 
cardium is unnecessary. 

Clinical and Pathological Significance of Obliteration, Carcinoma, 
and Diverticulum of the Appendix.—McCartry anp McGratu 
(Surgery, Gynecology, and Obstetrics, 1911, xii, 211) say that the char- 
acter and significance of obliteration of the lumen of the appendix 
have been very much disputed since it was first described. The con- 
dition was considered a normal physiological involution, by which the 
organ itself was disappearing. The majority if not all pathologists 
now consider the process the result of infection. The writers studied 
microscopically 5000 specimens in relation to obliteration, carcinoma, 
diverticulum, inflammation, and foreign bodies, the material being 
furnished by the clinics of Drs. W. J. and C. H. Mayo, and E., §. 
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Judd, St. Mary’s Hospital, Rochester, Minnesota. This series con- 
firms the percentage of obliteration found in the appendix by other 
observers. Obliteration seems to occur as the result of an inflammatory 
process as shown by the histology, the time of occurrence, the duration 
of the process, and the higher frequency in appendicitis than at autopsy 
in general. Many appendices become acutely inflamed during the 
process of obliteration and, therefore, an obliterated appendix should 
be removed if possible. Carcinoma may occur at practically any 
age. It was impossible to make the diagnosis of carcinoma from the 
external appearance in 77 per cent. of the cases of carcinoma. The 
high frequency of carcinoma in obliterated or partially obliterated 
appendices may demand removal of all partially or completely obliter- 
ated appendices. Carcinoma of the appendix occurs in association 
with changes in the appendix which are related to the process of oblitera- 
tion. Carcinoma of the cecum probably arises from the appendix 
only in a very small percentage of the cases. 


THERAPEUTICS. 


UNDER THE CHARGE OF 
SAMUEL W. LAMBERT, M.D., 


PROFESSOR OF APPLIED THERAPEUTICS IN THE COLLEGE OF PHYSICIANS AND SURGEONS, 
COLUMBIA UNIVERSITY, NEW YORK. 


Salvarsan Therapy: An Answer to Ehrlich.—FINGER (Wien. /lin. 
Woch., 1911, xxiv, 65) says that a satisfactory explanation for the 
untoward results after the use of salvarsan has not yet been offered. 
They may not be due to the remedy, but this should be definitely proved 
before salvarsan is used in general practice. Besides this, the technique 
of administration, dosage, and indications must first be more definitely 
determined. He believes that Igersheimer’s conclusions that salvarsan 
cannot harm a healthy eye because it seems to cure syphilitic eye 
lesions is too broad, because the action of salvarsan on a healthy optic 
nerve may be quite different from its action on the diseased nerve. 
Finger also makes use of Martins’ findings of extensive necrosis at the 
point of intramuscular or subcutaneous injection. Martins found this 
necrosis present in every one of 12 patients examined within two or 
three weeks after the injection of salvarsan. Finger apparently does 
not take into consideration that these findings may well indicate that 
injections should be intravenous as Ehrlich recommends. In general, 
it may fairly be said that Finger’s objections in this article are not 
real and do not differ really very much from the view often expressed 


by Ehrlich himself. 


By-effects of Salvarsan.—Fincer (Wien. klin. Woch., 1910, xxiii, 
1667) writes concerning four serious eye effects that he attributes to 
salvarsan. In one patient the salvarsan had been injected two months 
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after the primary infection. She returned to the clinic two months 
after the injection complaining of headache, vertigo, and impaired 
vision in the right eye. She was found to have paralysis of some of 
the ocular muscles of the right eye and early optic neuritis on the left 
side. She was given another injection of salvarsan, followed by mercury 
and iodide, but there has been no improvement, and the right optic 
nerve finally showed signs of neuritis. Another of his patients, three 
months after the injection, showed evidences of right peripheral chor- 
oiditis with central turbidity of the vitreous. A third patient, also three 
months after the injection, and five and one-half months after the 
initial infection, returned to the clinic with abducent paralysis that 
Finger denotes as an extremely rare occurrence so early in the disease. 
The last case of this series was one of malignant syphilis, who showed 
great improvement after the injection of salvarsan, although actively 
treated previously by the usual methods, including arsacetin and enesol. 
She returned to the clinic with eye symptoms three months after the 
injection, and the examination of the eyes showed beginning optic 
neuritis. Finger implies that cases of choroiditis, paresis of the ocular 
muscles, and iritis reported by Wechselmann as unusual forms of 
syphilitic recurrence are really of toxic origin. He also mentions 
Fischer’s cases of iritis and neurochoroid retinitis. Finger also reports 
three cases in which the auditory nerve seemed to be affected. One 
patient had nystagmus, vertigo, and a typical tendency to fall, with 
intact hearing. These symptoms, however, were transient, but in two 
other cases deafness and vertigo have persisted. He notes that in these 
3 cases the Wassermann reaction has been repeatedly negative. It is 
rather interesting that, in the patient with transient symptoms the 
symptoms came on the day after the injection, although in the other 
two cases the symptoms developed nine weeks and four months after 
the injection. 


Antihemolytic Action of Arsenic.—GuNN and FEErHAM (British Med. 
Jour., 1911, 2612, 137) relate rather interesting experiments, from which 
they draw the following conclusions: Arsenic, whether in the form of 
sodium arsenite or sodium arsenate, exerts on the red blood cells an 
action antagonistic to that of certain hemolytic agents. The experi- 
ments, therefore, afford additional proof that a protective action on 
the formed red blood cells against normal or abnormal hemolytic 
processes may, in part at least, account for the as vet imperfectls 
explained benefit which results from the medicinal administration of 
arsenic in blood diseases. 

Technique for and Action of Salvarsan.—Euriicu (Deutsch. med. 
Woch., 1910, xxxvi, 2437), in a communication reported by Dasch- 
insky, says that subcutaneous injections have the disadvantage of 
causing pain and infiltrations. A more marked objection to their use 
is the uncertain absorption of a given dose. He also believes that an 
emulsion is the most unsatisfactory preparation of ail, chiefly because 
of slow absorption, possibility of abscess formation, and late untoward 
results. An important reason for proving the intravenous method is 
that the dose may be repeated if necessary, This is often unwise if the 
first injection has been made subcutaneously or intramuscularly and 
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left a large depot of arsenic in the tissues. Careful attention should 
be given to syphilis not older than from two to eight months. Salvar- 
san should be given systematically and the patient kept under careful 
supervision, especially after the tertiary stage, in order to combat the 
army of spirochetz with success. Ehrlich says that if salvarsan be 


ah not given in this careful method it is better not to give it at all. He adds 
Ty that the curative action of salvarsan has been established not only in 
f syphilis, but in tertian malaria, sleeping sickness, smallpox, spirillosis 
in animals, kala-azar, etc. 
Salvarsan in Malaria.—Iverson and Tuscuinskr (Deutsch. med. 

at Woch., 1911, xxxvii, 107) draw the following conclusions from their 

ly t observations as to the effect of salvarsan in malaria: (1) Salvarsan 
: J administered intravenously in a dose of 0.5 gram exerts a specific 

; action on all varieties of malarial parasites. (2) In the tertian form the 

& q parasites leave the blood in from twelve to forty-eight hours. It has 
é ( not been determined that this effect is permanent, however. It may be 
5 ) advisable to combine the intravenous method with the intramuscular. 
4 i (3) In the quartan form, the effect obtained is not permanent even 


with injections as high as 0.8 gram. (4) In the tropical form, doses of 
from 0.5 gram to 0.8 gram free the peripheral blood of the ring forms 
only transiently. (5) Crescents do not disappear, although somewhat 
altered in their shape and staining properties. (6) A few cases of 
tropical malaria, show after a short period of improvement, a consider- 
able aggravation of all the symptoms. 


Experiences with Salvarsan in the Treatment of Syphilis. —Porr 
(Med. Klin., 1911, vii, 452) says that the subcutaneous injection is 
objectionable for many reasons. He has seen numerous instances 
in which a deep necrotic process developed at the site of the injection. 
The technique of the intravenous injection is complicated and is not 
fitted for general practice. The injection itself must be carried out 
absolutely correctly because of the danger of thrombosis and embolism 
that exists even with the best of technique. On account of the danger 
of such disturbances the injection is made in the left arm. Port believes 
that salvarsan is an advance in the chemical treatment of syphilis. 
It is of especial value in the treatment of so-called malignant syphilis 
and those cases that are refractory to mercury and the iodides. A 
single intravenous injection seems to be usually insufficient to com- 
pletely subdue syphilis. The final effect of repeated intravenous 
injections is not fully determined. Since the introduction of salvarsan 
many symptoms referable to the cranial nerves have been observed. 
Port believes that these are to be considered as toxic manifestations, 
produced not only by the endotoxin, but also by salvarsan. He thinks 
that the most suitable treatment of syphilis at the present time is a 
combination of salvarsan with mercury. 


Treatment of Hookworm Disease. —SrrosnipER (Jour. Amer. Med. 
Assoc., 1911, lvi, 1027) discusses the symptomatology and the effects 
of hookworm disease and advocates the following plan of treatment. 
Ground itch in the papular or vesicular stage may be treated with a 
5 per cent. salicylic acid suspended in collodion. During the pustular 
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stage the wounds should be cleansed and cauterized with silver nitrate 
and then a dry dressing of 5 per cent. boric acid and zinc oxide oint- 
ment applied twice daily. When great swellings occur, hot applica- 
tions should be used. To allay itching and prevent secondary infection, 
a combination of 5 per cent. zine oxide and salicylic acid ointment, 
applied locally and twice daily, is recommended. It is important to 
keep the foot bandaged or covered to prevent scratching or rubbing. 
The internal treatment should be begun on the fifteenth day from the 
date of the ground itch and repeated once. The same treatment 
should be instituted after an attack of ground itch as if eggs of the 
hookworm were present in the stools, thus getting rid of the worms 
before they reach maturity and have done much harm. The stools 
should be examined at the end of six and twelve weeks from the attack 
of ground itch for eggs of any worm that may have escaped previous 
treatment. The first step is to remove the protecting chyme and 
mucus by a large dose of salts—Rochelle, Epsom, or Glauber’s— 
four hours after the last meal. Sodium sulphate dissolves and removes 
the intestinal mucus best. The drugs employed to kill or expel the 
worms are thymol, betanaphthol, and male fern. The dose of thymol 
for children should be in proportion to the size, apparent age, and 
physical condition. Strosnider has been giving about 2 grains per 
year up to the age of thirty, the same to be administered in two equal 
doses two hours apart. Unfavorable conditions, such as great weak- 
ness, extreme anemia, diarrhea, cardiac depression, pregnancy, and 
dropsy, require a smaller dose. Thymol should be given in two or 
three broken doses to prolong its presence in the upper bowel. Be- 
cause of its tendency to pack together under pressure or in the mucus 
of the intestine, equal parts of sugar of milk or some other soluble 
substance should be mixed with it. To prevent burning of the mouth 
and throat, it should be given in cachets, wafers, or capsules; it may 
also be given suspended in either mucilage or syrup of acacia, or some 
simple syrup. The patient should lie on the right side and refrain 
from drinking much water, to prevent vomiting. After two or three 
hours another brisk purgative of salts (never castor oil) should be 
given to prevent its absorption. The patient should remain in bed 
during the treatment. No food or drink, except water, should be 
allowed from the time the preparatory purgative is given until the 
purgative following the thymol has acted well. If the patient is weak 
or faint, or if the burning in the stomach is excessive, a little warm 
coifee may be allowed. The diet need not be restricted after several 
free movements have occurred following the post-thymol purgative, 
unless there is some special indication. The treatment should be 
repeated once a week until examination of the stool is negative. Oils, 
fats (milk or butter), patent medicines, or beverages containing alcohol 
should not be allowed during thymol treatment. Thymol may affect 
the patient in one of three different ways—by intoxication, by irrita- 
tion of the kidney, and by irritation of the stomach and intestine. 
The symptoms of thymol absorption are depression, headache, weak- 
ness, dizziness, tinnitus, nausea, unconsciousness, rapid, weak pulse, 
and sometimes profuse sweating and subnormal temperature. Thymol 
occasionally causes epigastric pain, nausea, and vomiting, and more 
or less diarrhea. Therefore, gastritis and diarrhea or dysentery are 
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contraindications to its use. Half the usual dose should be given to 
feeble patients. 


The Effects of Digitalis upon Irregular Heart Action._-EKpENs 
(Therap. Monatshefte, 1911, xxv, 1) says that the best results of digitalis 
are obtained in cases of mitral disease associated with a deficient 
heart muscle. These results are probably due to an improved coro- 
nary circulation resulting in better nutrition to the heart muscle. 
Digitalis, on the other hand, fails in those cases in which the irregular 
and rapid heart action is due to nervous influences. Notable examples 
of this are paroxysmal tachyeardia, and the rapid pulse of Graves’ 
disease. There are certain cases of extrasystole dependent upon 
organic changes that react very favorably to digitalis. However, 
when extrasystoles are the result of disturbances in conductivity, 
digitalis will usually fail. He therefore suggests that perhaps digi- 
talis may be of value in differentiating the varieties of extrasystole. 
Edens thinks that the newer methods of diagnosticating the elements 
at fault in the maintenance of normal cardiac action have proved 
the beneficial action of digitalis in suitable cases of cardiac disease. 
He includes in his article interesting cardiograms, showing the effect 
of digitalis upon a number of cases of various types of heart irregu- 
larities. In one case of atrioventricular extrasystole, Edens adminis- 
tered the drug intravenously, and instead of producing an improvement 
in the condition, an increase of extrasystoles occurred with collapse, 
but this was not the case when the drug was given by the mouth. 
Edens also refers to the occurrence of pulsus bigeminus during the 
use of digitalis, and to what has been called pseudoalternans. 

Hypodermic Injections of the Salicylates in Rheumatism. —SEIFERT 
(Med. Record, 1911, Ixxix, 432) advocates for the treatment of acute 
rheumatic infections of joints, heart, pericardium, pleura, and central 
nervous system (chorea) injections of 10 ¢.c. of a 20 per cent. sterilized 
solution of sodium salicylate to 100 pounds of body weight. This is 
injected fifteen minutes after the injection of an appropriate cocaine 
solution. If the injections are made earlier than this they cause con- 
siderable pain. This dose should be repeated every twelve hours. 
In severe cases with multiple lesions he advises an increase of the dose 
to 15 ¢.c.-of the solution to 100 pounds body weight. Smaller doses 
than these will be without effect. Joint stiffness, pain, fever, and 
pulse rate diminish and the general condition of the patient improves, 
he says, within three hours after the first injection. If the injections 
are continued regularly every twelve hours, the improvement also 
continues; but if they are omitted for twenty-four hours in severe 
cases, the symptoms will grow worse. In the milder cases the im- 
provement may continue even without a repetition of the dose. In 
chronic cases 10 ¢.c. to 100 pounds of body weight of the following 
oily solution are injected every twenty-four hours. This mixture 
contains salicylic acid, 10 grams; sesame oil, 80 grams; pure alcohol, 
5 grams; and gum camphor, 5 grams. This oily solution is sterilized 
before the alcohol is added, but must not be exposed to the air, as the 
alcohol will evaporate and the salicylic acid crystals will precipitate. 
The effect of the injection in chronic cases is obtained more rapidly 
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when multiple localizations of the rheumatic process are present than 
when one joint is affected. In the former, pain and stiffness usually 
improve after the first injection; in the latter, after the third. The 
addition of camphor (from 5 to 20 per cent.) has been found bene- 
ficial in stimulating the heart when the pericardium or the endocardium 
is involved. One of the chief advantages of this «.cthod is the entire 
absence of all the toxic symptoms that are sometimes seen when salicy- 
lates are given by the mouth. Leibert gives the details of the technique 
of this procedure in his article, and states that he has seen no local 
or general untoward effects resulting from the injections. 


The Treatment of Gout and Rheumatism with Radium.—His 
(Berl. klin. Woch., 1911, xlviii, 197) gives his results with the radium 
treatment of 100 cases of chronic rheumatism and 28 cases of gout. 
Forty-seven were improved, 29 considerably improved, 5 cured, 13 
were uninfluenced by the treatment, and in 6 no result was apparent. 
He adds that the majority were severe cases that did not respond to 
other methods of treatment. He gives the details of some of these 
cases. The best results occurred in the early stages of the disease. 
Of the 28 cases of gout only 4 were unimproved, while 24 were markedly 
improved, some completely cured. The differential diagnosis between 
chronic rheumatism and gout was made by the determination of 
the uric acid content of the blood. His says that the action of radium 
was very striking upon the amount of uric acid in the blood. Usually 
within a few weeks the uric acid in the blood diminished remarkably. 
In a few cases this same result occurred within a few days. In general 
this diminution of the uric acid in the blood was associated with the 
clinical improvement. His observed that tophi in the ear disappeared 
on two occasions during the treatment. A marked clinical improve- 
ment was noted in a patient with no change in the amount of uric 
acid in the blood. On the other hand, ii: another patient who had 
gouty nodules all over his body, no uric acid was present in the blood 
either at the beginning or toward the end of the treatment, and yet 
the patient had repeated attacks during the whole time. His recom- 
mends the inhalation of radium emanations for two hours daily as 
the most satisfactory method of treatment. Others have also advised 
the injection of solutions of radium in the neighborhood of the affected 
joints. His does not believe that radium is specific in gout, but that 
it is most useful in certain cases. No result is to be expected in patients 
with bony ankylosis. His says that a more accurate standard of 
dosage that can be used to compare the results of different observers 
would be of great value in this method of treatment. 


The Treatment of Tuberculosis by Deep Muscular Injections of 
Mercury.—Wricnt (New York Med. Jour., 1911, xeiii, 513) says 
that during the past three years he has reported several hundred 
eases of chronic tuberculosis successfully treated by injections of 
mercury. He believes that his reported cases sustain his view that 
mercury has a direct destructive action upon tubercle bacilli, and that 
it is profoundly antitoxic in this disease. He says that the cases re- 
ported by himself and others demonstrate the fact that tubercle bacilli 
have a strong affinity for the succinimide and bichloride of mercury. 
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He has seen a number of cases in which three or four injections of 
one or the other of these salts caused the tubercle bacilli to disappear 
from the sputum and the feces, and the cessation of the most pro- 
found toxemia. He reports in detail a case diagnosticated as acute 
miliary tuberculosis that terminated in an apparent cure. In less 
than eight weeks after the onset of the disease, at a time when 95 
per cent. of these patients are either dead or dying, and six weeks 
after the administration of the first injection, the patient was appar- 
ently cured. Wright thinks that this case warrants the belief that 
in mercury we have the chemical affinity of the tubercle bacillus, 
and the hope that experimentation will sooner or later develop a com- 
pound of mercury for which these organisms will have even a stronger 
affinity than they display for the succinimide. 


PEDIATRICS. 


UNDER THE CHARGE OF 


LOUIS STARR, M.D., ann THOMPSON 8S. WESTCOTT, M.D., 


OF PHILADELPHIA. 


Purpura in Childhood with Fatal Cerebral Hemorrhage.—}lrpor 
Scumey (Deutsch. med. Woch., 1911, xxxvii, 307) reports a case of 
purpura in a child, aged eight years, with fatal termination from cerebral 
hemorrhage. Cerebral hemorrhage in purpura is very rare, such an 
authority as Henoch having reported but one case, which developed 
convulsions, stupor, and hemiplegia. Schmey’s case occurred in a well- 
developed and apparently healthy boy. When seen on October 10, 
the boy had been spitting up blood for several preceding mornings, and 
the cervical glands on both sides were swollen, but not tender. There 
was harsh breathing over the apex of the right lung. Physical signs 
were wanting to show that the blood came from the lung. There had 
been recent bleeding from the gums. There was prostration, but no 
pain. The temperature remained normal, and there was no swelling 
or tenderness of the joints. On October 12 there was vomiting of 
dark blood mixed with stomach contents. On October 15 there ap- 
peared on both legs and on the right arm about twelve dark patches 
the size of a penny. These patches were clear, black, round, did not 
disappear on pressure, and had a central elevation. On October 18 
a sudden coma developed. The pupils were dilated and did not react, 
and the reflexes of the conjunctiva and skin were absent. The liver 
was enlarged to the level of the umbilicus; the pulse was slowed, but 
regular; and the gums were covered with small hemorrhagic areas. 
The temperature was 39.5° C. The coma continued until death 
occurred, four hours later. Convulsions did not appear, either preceding 
or during the coma. Shortly before death there occurred a severe 
hemorrhage from the mouth. These symptoms indicate a fatal cerebral 
hemorrhage and an extravasation into the brain substance. This case 
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seems to stand between a purpura abdominalis and a purpura hemor- 
rhagica, and does not conform entirely with any of the four forms as 
laid down by Henoch. It also shows that purpura is not a disease 
sui generis, but a number of processes combined in an uncertain manner, 
all having the tendency to produce bleeding from the skin, mucous 
membrane, or the parenchyma of organs. Infectious diseases seem to 
have a bearing on the development of purpura. The case just described 
had had scarlet fever two years before. Henoch’s case had scarlet 
fever four years before the purpura. Schmey places more weight upon 
the fact that the child suffered from a scrofulosis, probably tuberculous. 
Wolf lays stress on an inherited tuberculous taint in the etiology of his 
cases. He also observed that bleeding began in the erect position, but 
disappeared in the recumbent. In Schmey’s case the bleeding developed 
seriously after the child had been in bed for several days. 

The Recognition of Eosinophilic, Intestinal Crises in Infants. 
Leo Lanostern (Miinch. med. Woch., 1911, I|viii, 623) some years 
ago reported a condition in infants in which there occurred sudden 
discharges from the bowel of mucus and pus in which were found 
large numbers of eosinophile cells. In the absence of an alimentary 
or infectious bowel disturbance this condition was thought to be a 
partial manifestation of that symptom complex which Czerny has 
named an “exudative diathesis.’’ In both of Langstein’s cases symp- 
toms of this condition were present. Czerny and Goeppert have 
expressed their belief that the mucous membrane of the intestine 
frequently shares in the manifestation of the exudative diathesis. 
Since then, Langstein had made a study of mucopurulent stools in 
infants to determine the frequency of eosinophile cells, and found 
the condition much more frequent than was supposed. He believes 
this is one of the early symptoms of the exudative diathesis. He 
describes a typical case in a baby aged five weeks, which developed 
facial eczema, and a few days later sudden copious, mucopurulent 
stools containing eosinophile cells in great numbers. These stools 
continued for two more days and ceased as suddenly as they began. 
The eczema became worse during this time, and the body weight 
diminished only slightly. There was no rise in temperature, and the 
blood showed an eosinophilia of § per cent. In this case, alimentary 
and infectious disturbance of the bowels being ruled out, and the 
view taken that the condition was a manifestation of an exudative 
diathesis, as shown by the eosinophile cells and the stools, no change 
was made in the infant’s nourishment except a slight reduction in 
quantity. The presence of the eosinophile cells, therefore, is not 
only of diagnostic value, but is a guide to our regulation of the nourish- 
ment. In these cases it is unnecessary to employ a starvation diet, 
as in infectious and alimentary bowel disorders; and fever and loss 
of weight are not found as in the last two conditions. 


Neurasthenia in Older Children.—Ciive Riviere (The Practi- 
tioner, 1911, lxxxvi, 46) accepts Savill’s division of neurasthenia in 
older children into the etiological factors of toxic malnutrition and 
fatigue neurasthenia, and that due to shock and traumatism. As a 
rule, the causation is mixed. Neurasthenia in older children is usually 
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a fatigue, or exhaustion, neurasthenia due to overpressure in a nervous 
subject. Malnutrition and dyspepsia may be combined, but are 
generally subsidiary. Overpressure combined often with deficient 
sleep is the largest factor. The symptoms are a mixture of cerebral, 
spinal, cardiac, vasomotor, and gastro-intestinal conditions. These 
are characterized by poor concentration, headache, insomnia, and 
fatigue. Obsessions and “phobias” may appear, and_ irritability 
and emotional attacks. Physically there appear loss of appetite 
and of muscular energy, wasting, and cardiac palpitation. At times 
there occur incoérdination of muscular movement, such as habit 
spasm, stammering, finger twitching, ete. The backward children 
suffer from overpressure in the elementary schools, but the bright, 
precocious children in upper class schools. This pressure to win dis- 
tinction in school can only be harmful, and leads to neurasthenia. 
The causes of overpressure are numerous. Within the school over- 
length of individual tasks and overlength of time in school are the 
important factors. Dr. Clement Dukes allows six hours per week 
at the ages of five to six years, nine hours at six to seven years, and 
twelve hours at seven to eight years, but such moderation is rarely 
practised. Other factors are deficient ventilation and lighting, bad 
arrangement of tasks, and defects in vision and hearing. Outside 
the school excess of home work, often amid noise and distraction, 
holds first place, especially when increased by private lessons in music 
or foreign languages. These causes are more potent when there exist 
predisposing causes, such as malnutrition, postfebrile debility, puberty 
and rapid growth, and insufficient air, exercise, and sleep. Insufficient 
sleep itself is a potent cause, and in addition to the difficulty in sleep- 
ing found in neurotic children the excitement from entertainments 
and home work at night is conducive to insomnia. The treatment 
of the neurasthenic boy or girl is the removal of the cause, whether 
overpressure, want of sleep, or both. Change to country air and 
pursuits, a quiet life, long hours out of doors, long hours in bed, cold 
bathing, and supervision of the digestive organs will usually result 
in a cure. Sufficient time must be given for complete recovery. A 
tendency to relapse may remain, and a return to former occupations 
must then be gradual. Some cases will not return to that condition 
which admits of a strenuous life, and these must have a carefully planned- 
out life, with work of a different kind, preferably physical. However, 
physical exertion carried to excess will induce disastrous results as 
surely as will brainwork. 

A Record of 90 Diphtheria Carriers. —ANGus G. Macponacp (Lanect, 
1911, elxxx, 795) reports the result of a bacteriological investigation 
of diphtheria in the borough of Crewe during a period of six months. 
Examination was undertaken on account of contact with a notified 
case of diphtheria, the “contacts’’ being roughly divided into “home 
contacts” and “school contacts.”” The matter presented is limited 
to the carrier problem, which must be regarded as an important factor 
in the spread of the disease. The situations examined for the presence 
if bacilli were the nose and throat, and occasionally the ear. During 
the period of six months there were 157 notified cases of diphtheria 
on the borough. There were 534 “home contacts” examined, of which, 
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62 were positive. There were 644 “school contacts” examined, of 
which, 28 were positive. Therefore, a total of 1178 contacts were 
examined, with 90 of them positive. The chief point here is the pro- 
portion of contacts found positive to contacts examined, and the 
relative proportion of positive home contacts to school contacts. 
All school carriers were found intimately associated at play with other 
cases and carriers. Classroom proximity was found of little impor- 
tance in spreading the disease. In the home the positive cases were 
found in greatest number among those in closest communication, 
the same holding for playmates in the street and at school. This 
evidence shows the very intimate means necessary for the transmis- 
sion of diphtheria, and indicates how readily this progress may be 
prevented by bacteriological examination and detection of positive 
cases. This series of 90 carriers exhibits four definite groups: (1) 
Those showing no clinical evidence of diphtheria and in whom the 
bacillus is found for a short time; (2) those giving a history of “cold,” 
“sore throat,” “mumps,” ete., some time previously. They may 
exhibit paralysis and are neglected cases of diphtheria; (3) cases with- 
out a clinical history but with some local lesion of the throat, nose, 
ear, etc., where the bacillus lodges; (4) those who have had a definite 
attack of diphtheria and in whom the bacillus remains for long periods 
after convalescence. The fate of the bacillus when it disappears is 
not obvious. It probably disappears before the growth of some other 
organisms developing in that environment. However, experiments 
in implanting organisms inimical to the bacillus have so far been 
unsuccessful. Antitoxin has no apparent effect on the persistence 
of the bacillus in carriers any more than in cases. The length of 
carrier life seems to have no effect on virulence, bacilli being virulent 
after four and eight months in the nose and ear. Carriers occur most 
among intimate associates, mother or nurse and child, child and child 
at play. At school the carriers found are few and always closely asso- 
ciated with some other carrier or case, usually at play. The control 
of diphtheria depends on controlling the carrier. All carriers should 
be notified as diphtheria, quarantined, and observed until the dis- 
appearance of the bacillus. There is a slow, inevitable distribution 
of the disease persisting endemically in the carriers. 


Etiology of Poliomyelitis.—A. E. Virponp (British Med. Jour., 
1911, No. 2620, p. 612) draws a new conclusion as to the etiology of 
poliomyelitis from observations made on 16 cases of the disease. He 
remarks that Flexner established the infectious nature of the disease, 
and from his experiments it is shown that the inoculation time is 
practically the same as in typhoid fever. The virus passes through 
the finest filters, but sections and film preparations have failed to 
show bacterial or protozoal parasites as causing the infection. He 
quotes Holt as to the frequency of finding two or more cases in the 
same family. In 37 of the cases the interval between the first and 
second cases was ten days or less. This points to the contagious 
nature of the disease. The above conditions appearing in his own 
cases led to the thought of similarity between typhoid fever and 
poliomyelitis. Both diseases occur in the late summer and fall months, 
becoming almost extinct during cold weather. Diarrhea is just as 
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common a symptom in poliomyelitis as in typhoid fever. The incuba- 
tion period is practically the same in both diseases. Flexner found 
it thirteen days experimentally, and Holt ten days clinically, in 
poliomyelitis. Both diseases are prevalent in cities where and when 
the cause of typhoid fever is traceable to the water and milk supply. 
They are both less frequent where the water and milk are pure. It 
is practically the same degree of contagion. These observations 
suggested the same character of organism as in typhoid fever. In 
blood examinations in cases of poliomyelitis he found the Widal reac- 
tion present as in typhoid fever, proving to him conclusively that 
the disease is from the same source and that the germs of the two 
diseases are allied. He asserts that the precautions used to prevent 
typhoid fever will have the same effect on the spread of poliomyelitis. 
He examined for the Widal reaction the blood of 13 cases of polio- 
myelitis, and 3 normal cases of members of infected families to prove 
the Widal reaction was not a family peculiarity. The Widal reaction 
was positive in 6 cases, highly suggestive in 4 cases, and negative in 
6 cases, among which were the 3 from the healthy individuals. Out 
of the 3 negative results in the affected cases, 2 were obtained from 
cases of poliomyelitis from two and one-half to three months after 
the onset of the disease, and both were mild cases. This compares 
fairly well with the results found in an equal number of typhoid fever 
cases. Typhoid fever attacks the adult’s weakest part, the intestine. 
Poliomyelitis attacks the most vulnerable part of the child and infant, 
the nervous system. The blood specimens in this series were examined 
by physicians making a specialty of that work. When a specific serum 
shall have been perfected, Vipond would make, as indications for its 
employment, a suspicious case with a positive Widal reaction. This 
should have the effect of modifying or preventing the disease. 


Slight General Enlargement of the Thyroid Gland in School Children. 
—C. W. Hutt (Lancet, 1911, elxxx, 875) calls attention to the number 
of cases of slight enlargement of the thyroid gland found in the exami- 
nation of school children. The enlargement was not connected with 
anemia, mental hebetude, increased pulse rate, fine tremor of the 
hands, or exophthalmos. There was no pain or tenderness. In the 
district of Warrington, out of 3982 males examined, 37 showed en- 
largement of the thyroid. Out of 3787 females, 62 showed enlargement. 
According to the tables on the age in these cases the condition is not 
most frequent at the age of puberty, as 72 cases of the 99 occur below 
the age of thirteen. The above figures seem to show that the cause of 
enlargement in a large proportion of cases lies elsewhere than in the 
incidence of puberty. The water supplying the above district is a 
hard water, carrying, per gallon, calcium carbonate, 8.14 grains; mag- 
nesium carbonate, 2.63 grains; sodium chloride, 2.64 grains; and the 
total mineral salts running 15.06 grains per gallon. It is not known 
whether this quality of water has any effect on this condition, as it 
is supposed to have in the Alps. Out of 6 families of affected children 
examined, 3 showed a similar enlargement of the thyroid in several 
other members of the family. In one family of 9 people, 8 were affected. 
Hutt suggests that observation of this condition in the course of 
routine medical inspection of school children might throw light on 
the etiology. 
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OBSTETRICS. 


UNDER THE CHARGE OF 
EDWARD P. DAVIS, A.M., M.D., 


PROFESSOR OF OBSTETRICS IN THE JEFFERSON MEDICAL COLLEGE, PHILADELPHIA. 


Cesarean Section or Pelvic Section—Pankow (Ztschr. f. Geburt. und 
Gyndk., 1910, Ixvii, Heft 1) reports from the Freiburg clinic 7 cases 
of hebostiotomy in primipare, 2 cases of symphysiotomy; 11 cases of 
hebostiotomy in multiparee, and 1 case of symphysiotomy. While the 
results with the mothers could be considered good, in the 21 children, 
5 were lost—a result which can scarcely be considered satisfactory 
in comparison with other operations. When the life of the child is 
in danger, pelvic section in both primipare and multipare is not to 
be chosen. With primipare, operative delivery some hours after 
pelvic section, when the head has descended, is always a dangerous 
operation accompanied by severe lacerations of the soft parts. ‘The 
writer would not perform pelvic section in the case of primipare 
because of the danger of lacerations in the subsequent delivery. In the 
case of multiparee the situation is different, but even then the operation 
should not be undertaken when the child is evidently in danger. It is 
Pankow’s belief that injuries to the bladder followed by incontinence, 
are a common result in this operation. It is his conclusion that pelvic 
section should be undertaken in multipare only when the head of the 
child, with its greater segment has entered the pelvis, so that the greatest 
circumference of the foetal head has descended well below the superior 
strait and the head can evidently pass through the pelvis readily, with 
a separation of the pelvic halves of not more than two fingers’ width. 
Especial care must be taken to avoid instrumental delivery after pelvic 
section when the head of the child has not descended deeply into the 
pelvic cavity. In view of these complications, the old open method 
of symphysiotomy, devised by Zweifel, is superior to hebostiotomy 
because the formation of hematomata and thrombi is less frequent, 
while the results from the scar are better and give a better union for 
the patient than after hebostiotomy. 

In choosing between suprasymphyseal and classic Cesarean section, the 
decision must be made as to whether the danger of opening the tissues 
about the symphysis, or the danger following opening the abdomen, is 
greater. Pankow’s experience embraces 44 classic Cesarean sections, 3 
by Frank’s method, 36 cervical sections, and 5 extraperitoneal. Among 
these there were 5 maternal and 6 foetal deaths. One mother died from 
lumbar anesthesia with stovain; while in the classic section, 1 clean case, 
and 1 infected case, perished; in the cervical section, in addition to the 
death from necrosis there was one death from infection; while in the 
operation by Frank’s method, there was one death in an infected patient. 
His conclusions concerning Cesarean section are that the classic 
Cesarean section should be reserved for cases of placenta prievia, 
as this operation gives the best access to the placenta with the least 
danger of thrombosis. In contracted pelvis the intraperitoneal cervical] 
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section should receive preference. As regards the choice of operation 
for clean and infected cases—in clean cases the classic intraperitoneal] 
and extraperitoneal cervical section can each be chosen, although the 
intraperitoneal operation is best. In multipare, with the child in good 
condition and presenting favorably, open symphysiotomy may be 
performed where the head is low down and can readily be delivered. 
In unclean cases, where labor has persisted long after rupture of the 
membranes, and the patient has been examined with unclean hands, 
the wish of the parents must be considered as far as possible. If they 
greatly desire a living child, intraperitoneal cervical section should 
be performed. In multiparee with favorable presentation, pelvic 
section may be chosen. In infected cases when there is fever or foul 
amniotic liquid, a classic conservative Cesarean section has no place. 
Pelvic section should also be declined. If the child is dead or dying, 
cranioclasis should be chosen; and if the child is living, a Porro opera- 
tion should be performed. Cranioclasis is indicated because with 
infected amniotic liquid and prolonged labor, the child almost invariably 
inspires so much infected material that septic pneumonia speedily 
develops. The wish of the parents for a living child may be consulted 
if they will permit the Porro operation. Where the indication for 
Cesarean section is absolute in infected cases, the Porro operation is 
to be selected. 


Death after Early Rising in the Puerperal Period.—Scurrer (Zntribl. /. 
Gyn., No. 44, 1910) reports from Barsony’s clinic, in Budapest, the 
results observed in allowing patients to get up early in the puerperal 
period. ‘The method was not employed in those who had an especially 
severe labor, with fever before or after labor, and a severe delivery 
after some operation. He reports the case of a patient who had an 
incomplete abortion between the second and third months, and who 
reported that she had severe bleeding two days before admission. As 
there was foul discharge, she was given an intravenous injection of a 
3 mg. sublimate solution. The uterus was emptied of its débris and 
irrigated, and the intravenous injection repeated. The first three days 
of the puerperal period were normal, with normal pulse and tempera- 
ture. On the fourth day the patient was allowed to sit up beside her 
bed for half an hour. This was followed by some abdominal distention 
without tenderness, for which castor oil was given. She also received 
another intravenous injection of sublimate. In the evening she had 
fever, with rapid pulse and foul discharge, and had vaginal douches of 
potassium permanganate three times daily, with the use of an ice-bag. 
The patient developed streptococcus infection and hemolytic strepto- 
cocci were found in the blood. She had frequent chills and high fever 
and was treated by various methods, including the irrigation of the 
vagina with 50 per cent. alcohol. Swelling of the left lower extremity 
developed, with tenderness over the femoral vein. The patient also 
developed pneumonia, and died on the sixtieth day. Autopsy showed a 
widespread streptococcus infection with thrombosis and metastases in 
the lungs. In 9257 cases of labor in the Budapest clinie there had been 
34 cases of thrombosis, or 0.36 of 1 per cent. In two of these patients 
pulmonary embolism was a complication; one of these, a septic case, 
died. In 200 patients in whom the early getting-up was tried there 
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was one death from thrombosis—an occurrence which does not speak 
favorably for the early getting-up of the patient. 


Air Embolism During Labor.—CampBeE.y (Brit. Med. Jour., October 
22, 1910) reports 2 cases of air embolism during labor, followed by 
recovery. The first was that of an apparently healthy woman, who 
had had one child. The second confinement was normal in the first 
and second stages. ‘The patient lay on her left side in a narrow bed, 
with a wire mattress, which was depressed in the centre. She had a 
little chloroform during the later stages of delivery and was not turned 
upon her back until after the child had been born. When the uterus 
again contracted, the patient suddenly exclaimed that she was dying, 
became cyanosed, and had a general convulsive seizure. ‘This passed 
off, and attempts were made to express the placenta, followed by uterine 
contraction, which caused another convulsion. ‘The following uterine 
contraction produced the same result, the cyanosis became permanent, 
and the patient’s heart greatly dilated. The placenta was removed by 
hand and the uterus washed out with saline solution. A pint of saline 
fluid was introduced into a vein in the arm, and strychnine given 
hypodermatically. The patient gradually improved and ultimately 
recovered. In the second case, the patient was a primipara and had 
always been delicate. Delivery was accomplished under chloroform by 
forceps, the perineum being somewhat torn. After the child was born 
the uterine contractions produced spasm, with air hunger, and frequency 
and irregularity of the pulse. Attempts to express the placenta caused 
uterine contractions and a return of the spasms. ‘The patient’s heart 
became markedly dilated. The placenta was removed by hand and 
the uterus irrigated with salt solution. No further spasmodic attacks 
occurred, and the patient slowly recovered. 


Cesarean Section.—Boyp (American Journal of Obstetrics, March, 
1911) reports 7 cases of Cesarean section, making his total number 
27. One of these was a repeated section, the first operation having 
been performed about two years before the second. The uterus was 
found adherent to the anterior abdominal wall, and as the adhesions 
were not extensive the uterus was liberated. The incision was made 
in the median line, high up, and to the right of the old scar; convales- 
cence proceeded smoothly, mother and child making a good recovery. 
Another of the operations reported was a twin pregnancy complicated 
by toxemia. As dietetic treatment produced no improvement the 
pregnancy was terminated by section. Considerable shock followed, 
the stomach becoming distended with gas. This was relieved by 
gastric lavage. Both mother and children made a good recovery. 
Among the total number of cases delivered were 6 of repeated Cesarean 
section. In one patient the operation was repeated three times; in 
2 cases extensive adhesions were found, which necessitated in one case 
a longitudinal fundal incision, and in another a transverse fundal 
incision. The essentials of operation the author considers to be a 
careful selection of cases, a study of the fetal heart sounds before 
operating, and accurate closure of the uterine incision. 

Perforation of the Uterus and Laceration of the Small Intestine.- 
WiENER (American Journal of Obstetrics, March, 1911) reports the 
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case of a multipara, who was several months pregnant, who slipped 
and fell in the street, striking on the buttocks. This was followed 
at once by abdominal pain and vaginal bleeding. The vagina was 
immediately packed with gauze, and the next day, as the pain and 
bleeding persisted, an attempt was made to empty the uterus. After 
the removal of a considerable mass of tissue with placental forceps, 
the operator observed that he had pulled a loop of intestine into the 
vagina. This was replaced and the uterus firmly packed. When 
the original packing was removed and the cervix dilated, the uterine 
cavity was found empty, but posteriorly on the left side close to the 
fundus, was a large perforation opening into the peritoneal cavity. 
On opening the abdomen about one quart of blood escaped. A muti- 
lated fundus of about three months was found among the intestines. 
There was a ragged tear at the left cornu of the uterus, the edges of 
which were trimmed, and the tear closed with catgut. A loop of 
small intestine, 11 em. long, was found to have been torn from its 
mesentery. There were two perforations into the gut. This was 
resected, an end-to-end anastomosis made, using a Murphy button. 
The abdomen was closed with a large Mikulicz drain of plain gauze 
in Douglas’ cul-de-sac. The patient gradually recovered and left 
the hospital before the passage of the button. Three months after 
operation the patient was in good condition, and a skiagraph of the 
abdomen showed that the button had been passed. 

Fatal Mercurial Poisoning from Bichloride Tablets used to Produce 
Abortion.—ScHILpEcKER (American Journal of Obstetrics, March, 
1911) reports the case of a young woman who introduced into the 
vagina to produce abortion six bichloride tablets, each containing 
7.3 grains. This immediately produced severe and burning pain 
and such muscular spasm that the patient could not remove them. 
A physician was promptly summoned, who gave vaginal douches 
of warm water and morphine hypodermically. The patient speedily 
developed intense symptoms of mercurial poisoning, and died four 
days later. At autopsy an intense necrotic exfoliative enterocolitis 
was present, most severe in the rectum. The process was distinct 
as high as the duodenum. There was also necrosis of the muscular 
walls of the vagina and vaginal portions of the cervix. The broad 
ligaments, Fallopian tubes, and ovaries were necrotic, but above 
the internal os the lining of the uterus was normal. There was no 
evidence of peritonitis. Posteriorly the pelvic peritoneum was 
separated from the pelvic wall and distended with serum. The left 
kidney was cystic, containing serum, and both kidneys showed fatty 
degeneration. There was myocardial fatty degeneration, and apparent 
chematous degeneration of the liver and spleen. In a second similar 
case the patient was taken to the hospital and treated by continuous 
enteroclysis. She survived two weeks, then died in collapse. The 
autopsy revealed changes similar to those in the first case, with perfora- 
tion in the lower third of the descending colon and general peritonitis. 
In a third case the patient was treated by intravaginal douches of 
hot water and hot milk. This patient died at the end of a week with 
tremors and paralysis. Autopsy showed passive hemorrhage in the 
peritoneal cavity and bloody serous exudate beneath the cerebral 
meninges. 


| 
‘ 
! 
4 
4 
i 
‘ 
| 
} 
| 
ofl 


GYNECOLOGY 
GYNECOLOGY. 


UNDER THE CHARGE OF 


JOHN G. CLARK, M.D., 
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A Contribution to the Treatment of Gynecological Bleeding. — 
HENKEL (Miinch. Med. Woch., 1911, lviii, 337) mentions the various 
local and general causes of uterine hemorrhage, but considers especially 
the etiology and treatment of those cases in which no pathological 
lesion can be demonstrated. He ascribes many cases of irregular men- 
struation as well as dysmenorrhcea to variations in the functional 
activity of the ovarian follicles. These cases may be divided into two 
general groups, the one exhibiting many follicles with an abnormal 
activity, the other an unusually small number of follicles with conse- 
quent diminution in activity. Since clinical as well as anatomical 
observations have shown that cyclic changes in the endometrium are 
dependent upon ovarian activity, it is permissible to assume that an 
irregularity in this activity may produce alterations in the uterine 
mucosa which lead to irregular bleeding. Partial resection of hyper- 
functionating ovaries has in many instances, been followed by a return 
of the menstruation to normal and cure of dysmenorrhcea. Should the 
ovaries be unusually small, as detected by physical examination, he 
advises ovarian extract together with yohimbin and lecithin, with the 
idea that such treatment not only has an immediate effect in checking 
the bleeding, but that it also promotes further development of the 
ovaries. Henkel looks upon the uterus and ovaries as an integral 
part of the genital apparatus; removal of the one impairs the activity 
of the other. He therefore makes it his practice to remove both ovaries 
with the uterus in cases of myoma. The after-results have been no 
less favorable than when the ovaries were not sacrificed and the imme- 
diate postoperative results have been more satisfactory. 

X-ray Treatment of Uterine Hemorrhage. —Gauss (Zentlbl. f. Gyn., 
1911, xxv, 394) reports the results of this form of treatment in 100 
vases in the Freiburg clinic during the last two years. He discusses 
these cases from the standpoint of clinical effect, of duration of treat- 
ment, and of dosage. On the basis of this experience he has come 
to the conclusion that cases of benign uterine hemorrhage (7. e., due 
to myomata or to metropathic conditions) which are not amenable 
to x-ray treatment positively do not exist, and does not hesitate to 
continue this form of treatment even in the presence of a secondary 
anemia with but 15 per cent. of hemoglobin. Of the 100 cases under 
consideration, 55 were definitely cured, 37 are still under treatment, 
all showing every prospect of reaching a definite cure, and of the 
others, a few stopped treatment from purely extraneous reasons, such 
as cost, etc.; in a few, special contraindications, such as pyelitis, 
insanity, were present. The cured cases fall into two classes—women 
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past the climacterium, or with very large myomata; in these amenor- 
rhea was produced; and younger women, or those with small myomata; 
in these a shrinkage of the tumor and a reduction but not complete 
cessation of menstruation was aimed at and attained. The average 
duration of treatment, including all interruptions, many of which 
were from causes in no way connected with the treatment itself, was 
three and one-quarter months. The dosage, reckoned on the basis 
of the total number of minutes that each patient was actually exposed 
to the rays during the entire treatmerit, was 234 to 307 “light minutes,” 
according to the class of case, or, expressed in Kienbock’s “ X-Units,”’ 
in which 10-X corresponds to an erythema-producing dose, the average 
of all cases was about 75-X required to produce a cure. Experience 
has shown that myoma cases require, other conditions being equal, 
a larger dosage than metropathia cases without tumor, and that cases 
of either class require a smaller dosage the more advanced the age 
of the patient, a result that was, of course, to be expected. The nearer 
together the sittings can be given the better seems to be the result. 
With the present highly developed technique very large doses can 
be given without bad effects, but in no case can the final result be 
attained in less than two months, as the injury to the ovaries produced 
by the x-rays does not become apparent until the first or second follow- 
ing menstruation. 

The Appendix in Gynecology.—Lecueu (La Gynécologie, 1911, xv, 
145) states that he makes it a habit to remove every appendix when 
the abdomen has been opened, whether it appears diseased or not, 
provided its seeking and removal does not seriously increase the danger 
of the operation. He has recently examined microscopically a small 
series of appendices so removed in the course of gynecological opera- 
tions, with the following results: Of 17 appendices removed during 
the course of a right-sided or double salpingectomy for salpingitis, 
16 showed definite lesions, 15 of these being a peritoneal or subperito- 
neal inflammation, acute in character, and evidently occuring by way 
of the lymphatics. In some, but not all of these cases, an acute or 
chronic inflammation of the mucosa was also present. Of 13 appendices 
removed during operations for other gynecological affections (extra- 
uterine pregnancy, ovarian cyst, fibroids, ete.), 3 were normal; in 
the remaining 10 there were minor lesions without any demonstrable 
‘ausal relation to the primary affection. Notwithstanding that in 
these cases the relation between the appendiceal lesion and the primary 
affection cannot be distinctly shown, as in the case of adnexal inflamma- 
tions, Legueu recommends, nevertheless, that all appendices be removed 
in these cases as well, if merely from a prophylactic standpoint. 


Compression of the Ureters in Genital Prolapse. —On the basis of 
two carefully studied postmortem specimens, one of partial and one 
of complete prolapsus uteri, Hirokawa (Deutsch. Zeitschr. f. Chir., 
1911, cix, 1) has been able to show that a stagnation of the urinary 
flow, with dilatation of the ureters, reaching at times to the pelvis of 
the kidney, with the production of hydronephrosis, may occur as a 
result of compression of the ureters in cases of genital prolapse in 
woman, The point of compression is always situated in the lower 
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portion of the ureter, not, however, as earlier writers have assumed, 
merely at the point of herniation through the pelvic musculature, 
but also above and below this point. Inside the true pelvis compres- 
sion of the ureters can be caused by pressure from the bladder, the 
intra-abdominal portion of which is drawn down in a more or less 
funnel-shaped form into the likewise funnel-shaped pelvic outlet 
by the cystocele below. At the hernial opening in the ring musculature 
of the pelvic floor the ureters are, of course, liable to compression 
between the uterus and the neck of the cystocele on the one hand, 
and the muscle on the other, while below this point they are also com- 
pressed in the chronically inflamed, inelastic tissue forming the wall 
of the everted vaginal tube. Another factor in causing stagnation 
of the flow is the sharp upward bend which the ureters have to make 
just before entering the bladder, owing to the fact that in cystocele 
cases the trigonum is as it were turned upside-down, so that the ureter 
can no longer enter the bladder in an axis which is more or less the 
direct continuation of that of the latter part of its extravesical course, 
as is normally the case. 


Ascending Kidney Tuberculosis. —BavUEREISEN (Zeitschr. f. Gyndlol. 
Urologie, 1911, ii, 276) reports the results of some experimental studies 
in this subject, injecting for this purpose small doses of human tubercle 
bacilli into the bladders of 21 guinea-pigs. Six of these developed 
isolated bladder tuberculosis, demonstrated pathologically, and one 
animal which still survived a year after injection presented certain 
clinical evidence of the same condition. In 3 of the animals the infec- 
tion spread to the intramural portion of the ureters. In no case did 
it spread higher than this and affect the upper part of the ureters or 
the kidneys. In 9 female animals there was no spread of the infection 
to the genital organs, except in one case, where the outer layers of the 
vaginal wall were slightly affected, whereas in practically all the male 
animals the genital organs showed extensive involvement. As a result 
of these and previous experiments, in which the bovine form of the 
tubercle bacillus was used, the author reaches the conclusion that 
infection of the bladder can occur only in the presence of a relatively 
large epithelial defect, but is impossible with intact epithelium. He 
believes, further, that with unobstructed urinary flow a tuberculous 
infection of the bladder cannot spread through the ureter to the kidney, 
although infection of the intramural portion of the ureters was found 
in 3 of the experimental cases, explaining this on the ground that the 
lymph vessels of the ureter form a closed system, the current flowing 
from the mucosa to the adventitia, and then through descending 
branches to the regional glands. The part of the bladder in connec- 
tion with the ureters contains lymph vessels, however, which are in 
communication with those of their intramural portions, so that the 
tubercle bacilli are carried into the outer layer of this portion of the 
ureter; but a further spread must take place against the current, 
this being possible only when the lymph flow is interfered with in some 
way, as by compression of the ureter. He maintains, therefore, that 
catheterization of the ureters is permissible even in cases of bladder 
tuberculosis, if every possible care is taken to avoid injuring the 
epithelium, believing that even if bacilli are carried into the ureter 
in this way, the current of urine will easily sweep them out again. 


PROGRESS OF MEDICAL SCIENCE 
OTOLOGY. 


UNDER THE CHARGE OF 


CLARENCE J. BLAKE, M.D., 


PROFESSOR OF OTOLOGY IN THE HARVARD MEDICAL SCHOOL, BOSTON 


Operative Opening of the Labyrinth.W. WoJarscureK (Russhki 
Wratsch, No. 47, 1909), following an enumeration of the indications 
for surgical invasion of the labyrinth and a description of the operations 
of Bourget and Neuman, presents his own method of procedure in 
labyrinthotomy. ‘The important point in the three methods of operating 
is the evacuation of the vestibule, which, with the ampullary extensions 
of the semicircular canals, presents the largest individual space in which 
the suppurative product of a diffuse labyrinthitis would accumulate. 
From the customary trepan opening into the vestibule the author 
chisels backward, behind the nerviduct of the facial, removing as little 
of the semicircular canals as possible, rather than the extensive exenter- 
ation of the canals practised by Neumann; more conservative than 
Neumann also in regard to the anterior portion of the labyrinth, 
Wojatschek saves as much of the cochlea as may be consistent with 
effective evacuation and drainage. In this respect Wojatschek’s opera- 
tion lies between those of Bourguet and Neumann. Its advantage 
consists in the avoidance of circumjacent injury, and its disadvantage 
lies in failure to open the recesses of the cochlea and semicircular canals, 
thus favoring the retention of septic material. 


Transillumination of the Mastoid Process from the External Audi- 
tory Canal.—Since the first communication on this subject by Urbant- 
schitsch, in 1892, methods of illumination have so changed, and that 
of electrical illumination especially has become so far perfected, as 
to add greatly to the ease with which transillumination from the 
body interior may be accomplished. The anatomical structure of 
the mastoid, as Gustav Direnrass (Archiv f. Ohrenheilkunde, Band 
Ixxxiii, Heft 1 and 2) demonstrated, suggests the application, to the 
study of its interior conditions, of those means which have already 
been successfully applied to other bony structures with pneumatic 
spaces, and the method of procedure is simple. The apparatus con- 
sists of a flexible conductor about two meters in length dividing at 
a sufficient distance, from one end, into two conductors, to permit 
of simultaneous application of the two ears of the patient. Each of 
those ends carries a small cylindrical electric lamp, 2 cm. long and 5 
mm. in diameter, with a rounded end and constructed of the so-called 
cold glass, which is slow in transmitting heat and permits of long reten- 
tion of the lamps in the external canals without discomfort, while, 
by interposition of an endoscopic rheostat, variations in the intensity 
of the illumination are attainable. The voltage of the lamps is from 
2 to 23, and they give a light of from 7 to 10 candle-power. With 
the lamps inserted in the external canals, the current should be grad- 


7 
924 
| 
” 
¢ 
— 
‘ 
| 
| 
— 
i] 


OTOLOGY 925 


ually increased until the maximum degree of illumination has been 
reached, and this may be maintained from fifteen to fifty seconds 
without discomfort, when the current should be gradually decreased; 
the simultaneous transillumination of the two mastoids giving oppor- 
tunity for comparative observation. Under normal conditions, by 
this method of transillumination, the mastoid region exhibits a rose- 
colored glow outlining the mastoid process, more intense anteriorly, 
and gradually fading in intensity upward, downward, and backward. 
In the thinner and more pneumatic mastoids the illumination is more 
intense, while with dense bony structure, or much superincumbent 
fatty tissue, the coloration sinks to a dull red and the bony outline 
is less distinguishable. The portion of the mastoid process comprising 
pneumatic cells transmits the light from the external canals most 
perfectly, sclerotic or eburnized bone much less, while pus, granula- 
tion tissue, and cholesteatomatous masses are comparatively obstructive 
and their presence is indicated by the shadows in the illuminated 
field. The clinical value of this method of simultaneous transillumi- 
nation of both mastoids consists in the opportunity it affords for 
comparison where the disease is unilateral, and as a control examination 
for the determination of the location of light obstructive elements 
in the mastoid contents, simple hyperemia of the bone being evidenced 
by a diffuse diminution of the transillumination. 


Investigations Concerning Disturbances of Hearing in the Artil- 
lery Service.—As the result of his observations, JAEHNE (Zeitschrift 
f. Ohrenheilkunde, \xii, 111) arrives at the conclusion that members 
of the foot artillery, of several years’ service, are the subjects of a 
permanent impairment of hearing, as the result of the effect of exposure 
to loud noise upon the auditory nerve in its terminal distributions. 
Pathologically, the disturbance is to be regarded as a degenerative 
neuritis, the clinical symptoms, in the majority of cases, being an 
impairment of hearing for tones in the fourth and fifth ledger octaves, 
either with or without diminution of the upper tone limit. The 
medium for transmission of the injurious sound waves was mainly 
the craniotympanal rather than the aérial, except in instances in which 
the soldier stood near the muzzle of the gun in firing, and the author 
advises protection by interposition of acoustically opaque bodies, 
as well as the customary stopping of the external canals. Passow, 
in his treatise upon injuries of the ear, quotes Mueller, who examined 
51 artillerymen both before and after artillery practice with heavy 
guns, and found that in 40 cases the duration of hearing for the tuning 
fork was perceptibly shorter immediately after the gun practice 
than before. Marked shortening of the duration of hearing by bone 
conduction, without corresponding impairment of aérial hearing, is 
also observable in paralytics, alcoholics, and epileptics, as well as in 
cases of dural adhesions. A similar decrease is observable in cases 
of hysterical deafness and in persons of advanced years. In labyrinth 
injury, where the hearing is noticeably impaired for sounds aérially con- 
veyed, the higher tones are usually heard less, proportionately, than 
tones of low pitch, and in some cases this difference is striking; even 
where the impairment of the general hearing is slight the loss of hear- 
ing for the higher tones is pronounced, as has been determined by 
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Bezold in his tests of sharpshooters and hunters, by means of Galton 
whistles, the left ear being more commonly affected because of its 
greater exposure to concussion in the use of fire arms. A correspond- 
ing decrease in the hearing of high tones has also been observed by 
Buerchner, in locomotive engineers and firemen, by Habermann, 
in boilermakers and machinists, and by Gradenigo, in stonemasons 
and millers. If the upper tone limit (normal, 45,000 v. s.) is lowered, 
or the duration of hearing for high tones materially decreased, it may 
be assumed that the hearing for the remaining tones in the scale of 
audition is not absolutely normal; the larger the participation of the 
perceptive portion of the labyrinth in an injury, the more the auditory 
nerve is restricted in its function, the greater will be the limitation 
of the auditory field; while, in the majority of cases of labyrinth con- 
cussion, it is the basis of the cochlea that is injured, it does not follow 
that remaining portions of the cochlea are similarly implicated, and, 
if limited portions, or even single fibers, of the auditory nerve remain 
uninjured, there will be the tone islands and tone spaces described 
by Bezold; Baginsky, by experiments on dogs, has established the 
fact, confirmatory of the Helmholtz theory, that after destruction 
of the base of the cochlea the animals responded only to tones of 
low pitch, and after destruction of the upper portion of the cochlea, 
only to tones of high pitch. 
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Pellagra and its Relation to Maize.—Ravusitscuek (Berliner klin. 
Wochenschr., June, 1910, xxiii, No. 26) seems to have been the first 
to take up in an experimental way the question as to the effects of 
exposure to sunlight upon maize-fed animals in association with the 
question of a possible relation to the etiology of pellagra. Raubitschek 
furnishes in a recent paper (Centralbl. f. Bakt., 1 Abt., Orig., Band 
lvii, Heft 3) more detailed experiments which throw important light 
upon this subject. He notes the immense amount of literature 
which has accumulated on the etiology of pellagra and condemns 
severely the very questionable kind of work which has been done in 
this field. He also comments upon the scanty results of pathologico- 
anatomical work upon this disease and that modern microbiological, 
especially serological technique has not to any extent been used in 
clearing up its etiology. The theories of the etiology of pellagra are 
considered in three groups—the bacterial, the toxic, and the auto- 
toxic, none of which in its present state can be considered satisfactory. 
Lavinder points out that Raubitschek fails to take note of the more 
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recent views of a protozoal origin of pellagra. The warning is probably 
made that if the real cause of pellagra is unknown we must not insist 
too closely upon bringing the disease into strict causal relation with 
the use of maize as a food and that if any real progress is to be made 
the above theories must be tested in a satisfactory experimental way 
especially upon pellagrins before they can be accepted as of real impor- 
tance. Raubitschek found it possible to study only briefly the numerous 
microérganisms which have been isolated from both good and spoiled 
corn of various workers and presented as the cause of pellagra. Since 
raw corn is not directly consumed, he deemed the bacteriological 
investigation of prepared (cooked) food worthy of more consideration 
than the raw material. He prepared polenta and cakes from both good 
and bad corn and in a few cases recovered some species of penicillium 
and aspergillus, but chiefly the bacterium maidis. Usually his cultures 
were sterile. Blood cultures from the arm vein from pellagrins in all 
stages of the malady proved constantly and invariably negative. He 
occasionally found the bacterium maidis in pellagra stools. He obtained 
negative results from the organs a few hours after death. He con- 
cluded, therefore, that there exists no basis for a parasitic etiology 
of the pellagra. Along serological biological lines, Raubitschek looked 
for a precipitin reaction in the blood serum of pellagrins in all stages 
of the disease with extracts of maize. The results were always posi- 
tive. He obtained, however, the same precipitation with both healthy 
persons and animals. He obtained nothing characteristic with the 
complement-fixation reaction and negative results in experiments 
for hypersusceptibility in pellagrins and in healthy persons by means 
of the ophthalmo- and cutaneo-reactions with various maize extracts. 
Numerous other experiments upon the phenomena of anaphylaxis 
in relation to maize antibodies were attempted. He concludes from 
the work of this section that antibodies specific for maize albumins 
(both good and bad maize) do not occur in the serum of pellagrins. 
Raubitschek obtained various extracts from both naturally or arti- 
ficially spoiled maize which he injected into rabbits, mice, and guinea- 
pigs in various amounts. These experiments were negative, as were 
also feeding experiments with these substances. The author then 
points out that the pellagrous erythema is usually confined to an 
exposed surface of the body, and thinks that from this it may be inferred 
either that there is a reduced resistance of the entire body surface 
and hence exposed parts are unduly sensitive to slight noxious in- 
fluences as sunlight, or that the influences of a maize diet, in the body 
surface exposed to sunlight there is developed a noxious substance 
(Noxe) which produces not only local morbid changes, but also affects 
the entire organism. It is possible that there may be some relation 
between a maize diet, sunlight, and pellagra, and reference is made 
to the work of Aschoff and to the fact that the usual occurrence of 
pellagra skin changes occur that season when the field laborer is most 
exposed to the sun. He shows that in buckwheat poisoning (fago- 
pyrismus) in white or spotted animals exposed to light suffer while 
dark animals or white animals kept in the dark escape. The active 
photodynamic substance of buckwheat is soluble in organic solvents 
and seems to be a fat or lipoid. Numerous experiments are shown 
demonstrating and corroborating these facts. Raubitschek con- 
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cludes that he has demonstrated the presence of a photodynamic sub- 
substance in maize and that this material is soluble in alcohol. He 
does not attempt to bring his experimental results into a strict relation 
with the etiology of pellagra or to assume for this disease a photo- 
dynamic basis, or even to conclude that pellagra is produced by an 
almost exclusive diet of maize (good or bad). This inference, however, 
is suggested. Attention is drawn to the effect of a rice diet in animals 
and the fact that this cereal is also rich in fat and by many is held 
accountable for a somewhat analogous disease to pellagra, viz., beri- 
beri. Raubitschek finally calls attention to the fact that the possibility 
should be borne in mind that pellagra and pellagroid affections may 
be due not only to the use of maize as a food but also to the use of 
other grains and other plant stuffs which are eaten in various localities. 
LAYVINDER (Public Health Reports, May 5, 1911) has recently repeated 
these experiments upon rabbits, guinea-pigs, mice, and rats, with 
negative results. 


The Subsequent Health of Children who Drank Milk Containing 
Tubercle Bacillii—Hess (Jour. Amer. Med. Assoc., 1911, li, 1322 to 
1324) has continued his studies upon tubercle bacilli in milk. He 
has made a systematic examination of 18 children covering a period 
of three years. These children, three years ago, drank milk which 
was shown to have contained virulent tubercle bacilli. Of the 18 
children who drank this milk in which tubercle bacilli were demon- 
strated, all but one remained free from active tuberculosis during 
the period of supervision, viz., three years. The one case developing 
tuberculosis showed tuberculous lesions of the cervical glands in which 
a bacillus of the bovine type was cultivated. He concludes that tubercle 
bacilli in milk are a menace to the health of young children. Tubercle 
bacilli in butter are likewise a menace, therefore safe butter, whether 
pasteurized or certified, should be provided for their use. 
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ABDOMEN and lower extremities, 607 
Abdominal myomectomy, 620 
Abortion, artificial, 459 
Abscess of liver and typhoid fever, 803 
Abt, I. A., traumatic diabetes in 
children, 338 
Accommodative changes in man, 777 
Acetabular fracture, 385 
Acquisition of tolerance to salvarsan 
by treponema pallidum, 899 
Addisonian anemia, salvarsan in treat- 
ment of, 754 
Adenocarcinoma of kidney, 307 
Administering ‘606,’’ new method of, 
128 
Air embolism during labor, 919 
Albumin, new preparation of, 610 
reaction in sputum, 753 
Alum baths in typhoid fever, 294 
Amino-acid in urine, 443 
Ammonia in urine, 443 
Ameebiasis, intestinal, 130 
Ameebic dysentery, 294 
Anaphylactic medicine, 659 
Anderson, P. V., pellagra, 94 
Anemia and hemolytic icterus of 
tuberculous origin, 287 
Anesthesia, 608 
spinal, 445 
Antihemolytic action of arsenic, 907 
Antimony poisoning in typesetters, 127 
Antipyrin idiosyncrasy to guinea- 
pigs, 751 
Antityphoid inoculation, 141, 611 
vaccination, 294 
vaccine in typhoid fever, 610 
Anuria after gallstone operations, 134 
calculous, 605 
Aortie sclerosis, 599 
Appendicitis, 458 
chronic, mobile cecum as a cause 
of, 135 
leukocytosis and neutrophile blood 
picture in, 758 
pathogenesis of, 133 
question, contribution to, 759 
Appendix, diverticulum of, 905 
in gynecology, 922 
Arneth’s method of blood counting, 
638 


Arrhythmia, 360 
cardiac, 155 
Arsenobenzol, injections of, 285 
Arteriosclerosis, 22 
of uterine vessels, 619 
Arthritis deformans in children, 289 


Artillery service, disturbances of hear- 
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Ascaris poisoning, 440 

Ascites, chylous and pseudochylous, 
603 

Astigmatism, principal meridians in, 
153 

Atropine in ulcer of stomach, 609 

Auricular fibrillation, 826 

Auscultatory method of determining 
blood pressure, 286 

Autoserotherapy in serofibrinous pleu- 
risy, 599 
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3ACTERIOLOGY of Pasteurized and raw 
milk, 778 

Bacteriolysis, 441 

Bacterium coli on out-of-door objects, 
presence of, 300 

Bailey, H. C., pulsations in peripheral 
veins, 709 

Banti’s disease, treatment of, 612 

sarley itch, 468 

Beck’s bismuth paste, 904 

Bichloride tablets, fatal 
poisoning from, 920 

Bilateral empyema, 760 

3inocular stereoscopic laryngeal tele- 
scope, 466 

Biot’s breathing, 350 

Bladder, exstrophy of, 291 

extirpation of, 761 
in suprarubic operations. exposing 
interior of, 463 

Blastomycetes, cultures of, from malig- 
nant tumors, 461 

Blockage of extremities as a method 
of saving blood and chloroform in 
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operations on other parts of the 
body, 448 
Blood, effect of malignant tumors 


upon, 129 
in Hodgkin's disease, 439 
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Blood of lepers, 756 
pressure, auscultatory method of 
determining, 286 
Bovée, J. W., urine excreted during 
anesthesia, 106 
Bronchial glands, tuberculosis of, 83 
Burrow, T., Freud’s psychology in its 
relation to the ne uroses, 873 
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W. B., 
Pott’s disease, 546 
Calcium in bones, substitution of 

strontium for, 156 
Calculous anuria in a single kidney, 


paralysis in 
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Calomel as a diuretic, 454 
Cancer, gastric, 130 
of prostate, 136 
of stomach, 600 
urinary findings in, 443 
Carcinoma, 757, 905 
of uterus, 621 
vaginal operations for, 463 
Cardiac activity, 360 
Cardiotomy, transthoracic, 137 
Cardiovascular disease, 602 
Catarrh of tube, purulent, 459 
Cellular elements of blood i in tuber- 
culosis, 852 
Cerebral forms of poliomyelitis, 788 
Cesarean section, 917, 919 
for impassable contraction 
ring, 616 
in non-contracted pelvis, 771 
multiple, 772 
under local anesthesia, 618 
Chemotaxis, 154 
Cheney, W. F., diagnosis of duodenal 
ulcer, 328 
Chlorosis, 140 
Cholera from a modern standpoint, 
67 
Chorea, sabromin in, 611 
thyroid extract in, 454 
treated with salvarsan, 614 
Chylous ascites, 603 
Circulatory diseases, dietetic treat- 
ment of, 763 
Cirrhosis of liver, 313, 754 
Cleft palate, operative mobilization 
of upper jaw in, 607 
Coakley, C. G., association of suppura- 
tive disease of nasal accessory 
sinuses and acute otitis media in 
adults, 242 
Cod-liver oil in rachitis, 142 
Colon bacillus infection of urinary 
yassages, causes of, 757 
tube, present status of, 305 
Complement-fixation test in diagnosis 
of gonococcie infections, 693 


Complement-fixation test in leprosy 
with leprous antigen, 755 
Conner, L. A., Biot’s breathing, 350 
Cornea, pigmentation of, 776 
—, quadrigemina, anterior region 
Corpus luteum, formation of, 774 
function of, 305 
Crane, A, W., vaccine therapy and 
a simplified opsonic index, 724 
Cranial nerves, effect of salvarsan on, 
611 
Cushny, A. R., irregularity of heart 
and auricular fibrillation, 826 
therapeutics of digitalis and its 
allies, 469 
Cystocele, operation for, 149 
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Dana, C. L., metabolic changes in 
hematoporphyrinuria not of drug 
origin, 247 

Deaver, J. B., malignant disease as a 

problem of modern surgery, 213 
myoma of uterus, 781 

Dehydration by dietetic measures, 763 

Delirium tremens, medicinal treat- 
ment of, 673 

Diabetes, 600 

mellitus, 752 
dietetic treatment of, 167 
medicinal treatment of, 157 
traumatic, in children, 338 
Diabetics, resistance of, to infection, 
755 

penetrating wounds of, 
288 

Digitalis, action of, 297 

and its allies, 169. 

effects of, upon irregular heart 
action, 910 

tonic use of, 35 


485 
Diphtheria carriers, 914 
nasal, in newborn, 143 
serum treatment of, 613 
Diuretic, calomel as a, 454 
Diverticula of lower bowel, 757 
Doty, A. H., cholera from a modern 
standpoint, 67 
Duodenal ulcer, diagnosis of, 328 
relief of pain in, 687 
Duodenum, distention of, 775 
Dysentery, amoebic, 294 
carriers, 287 
Dyspepsia of old age, 79 


VON Eserts, E. M., abscess of liver, 
occurring in association with or 
following typhoid fever, 803 
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Eck fistula, 311 
Eclampsia, 772 
nature of, 456 
Ectopic pregnancy, 462 
Eezema, employment of Kromayer’s 
quartz lamp in, 468 
in infants, 299 
treatment of, 467 
Ehrlich-Hata remedy in syphilis, 297 
Ehrlich’s ‘606” in treatment of 
syphilis, 139 
Einhorn duodenal bucket and a 
modified thread test, 649 
Elsner, H. L., hypertension and 
arteriosclerosis, 22 
Emphysema following tonsillectomy, 
465 
Empyema, bilateral, 760 
Eosinophile leukocytes, method of 
counting, 441 
Eosinophilic intestinal crises in suck- 
lings, 755 
Epidural injections in sacral pains, 621 
in treatment of sciatica, 140 
Evacuation of stomach, 132 
Exophthalmic goitre, eyestrain a cause 
of, 466 
Exstrophy of bladder, 291, 761 
Eye, action of salvarsan on, 611 
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Fallopian tube, torsion of, 462 

Fetterolf, G., paralysis of left recurrent 
laryngeal nerve found in certain 
cases of mitral stenosis, 625 

Fibroids complicating pregnancy, 148 

Fistula, vesicovaginal, 619 

Fistula, intestinal, 449 

treatment of, 904 

Fluoroscopy of gastro-intestinal tract, 
883 

Forchheimer, F., diabetes mellitus, 157 

Foster, N. B., diabetes mellitus, 167 

Fractures of patella, 292 

Framborsia, salvarsan in, 756 

Freud’s psychology in its relation to 
the neuroses, 873 

Fuller, W., acetabular fracture with 
intrapelvie or central dislocation of 
femoral head, 385 
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GALL-BLADDER and_ biliary ducts, 
disease of, 72 

Gastric cancer, test for, 130 

subacidity, treatment of, 297 

Gastro-enterostomy and resection of 
pylorus, 902 

Gastro-intestinal tract, fluoroscopy of, 
SS3 

Gastrostomy, 606 
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Genital organs, sensibility of internal, 
460 
tuberculosis, 620 
Giemsa’s stain, use of, 442 
Glaucoma cured by simple section of 
iris, 777 
Globulin content of luetic sera, 751 
Glottis, adema of, 466 
Glucose, intravenous feeding with, 610 
Gluteal muscles, necrosis of, 285 
Goldenberg, H., salvarsan in treatment 
of syphilis, 411, 485 
Gonococcic infections, diagnosis of, 
693 
Gout and rheumatism, radium treat- 
ment in, 911 
Gynecological bleeding, treatment. of, 
921 


Gynecology, radiotherapy in, 775 
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Harris, H. F., diagnosis of pellagra, 
715 
Heart, irregularity of, 826 
pathology of conducting system 
of, 310 
syphilis of, 30S 
wounds of, operati e treatment of, 
905 
Hematocolpos, 462 
Hematoma of ovary, 461 
Hematoporphyrinuria, metabolic 
changes in, 247 
Hemorrhage, postpartum, treatment 
of, 459 
Hemorrhagic pancreatitis, 447 
Hemorrhoids, radical cure of, 150 
Hernia, diaphragmatic, 444 
strangulated, 758 
Hernial orifices, buried silver wire 
netting for closure of, 448 
Herpes zoster, 756 
Hirshberg, L. K., prophylactic and 
anaphylactic medicine, 659 
Hodgkin’s disease, blood in, 439 
Hookworm disease, treatment of, 908 
Hoskins, R. G., interrelation of organs 
of internal secretion, 374, 535 
Hour-glass contracture of stomach, 903 
Hunt, J. R., thenar and hypothenar 
types of neural atrophy of hand, 224 
Hypertension, 22 
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ILeum, Lane kink of, 464 
Induction of labor, 301 
Infantile paralysis, value of lumbar 
puncture and leukocytic count 
in, 769 
splenic anemia, 442 
tetany, 558 
Inflammation of meninges, 127 
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Influence of age and temperature on 
the potency of antidiphtheritic serum 
and antitoxin globulin solution, 141 

Influenza, chronic, 267 

Inguinal eventration, 290 

Interrelation of glands of internal 

secretion, 154 
of ga of internal secretion, 
374, 535 
Intestinal amoebiasis, 130 
crises in infants, 913 
fistula, circular closure of, 449 
stasis, chronic, 306, 775 

Intrapelvie or central dislocation of 
femoral head, 385 

Intrathoracie struma, 600 

Intravenous administration of ‘‘606,”’ 

284 

and subcutaneous administration 
of dextrose, 601 

infusion of saline solutions, 291 

Irregularity of heart and auricular 
fibrillation, 826 

Iris, pigmentation of, 776 

Ischemic contracture and gangrene, 
604 

Isoagglutinins, importance of testing 
for, 899 

Isolated monolateral paralysis of third 
nerve of aneurysmal origin, 153 

Itch, barley, 468 
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Jones, G. I1., chronic influenza and 
its relation to neuropathy, 267 
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Kauisk1, D. J., salvarsan in treatment 
of syphilis, 411, 485 
Keith-Flack node in the production of 
cardiac arrhythmia, 155 
Kidney, adenocarcinoma of, 307 
R6éntgenological examination of, 
761 
tuberculosis, ascending, 923 
Kidneys, diseased, action of diuretics 
on, 623 
functional activity of, 904 
pressor substance of, 312 
King, R. W., cellular elements of blood 
in tuberculosis, 852 
Koplik, H., cerebral forms of polio- 
myelitis and their diagnosis from 
forms of meningitis, 788 
Kromayer’s quartz lamp in eczema, 
employment of, 468 
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LABYRINTH, Operative opening of, 924 
Laceration of small intestine, 919 


Lane kink of ileum, significance of, 464 
Laryngeal dyspnoea, acute, 300 
nerve, suture of recurrent, 465 
Lens, pigmentation of, 776 
Lepers, blood of, 756 
Leprous antigen, 755 
Lethal dose of salvarsan in acid solu- 
tion, 609 
Leukemia, 109 
Leukocytes, diastatic ferment in, 623 
Lichen planus, 467 
Lichty, J. A., relation of disease of 
gall-bladder and biliary ducts to 
gastric functions, 72 
Ligation of vein in portal thrombosis 
from appendicitis, 606 
es in diabetes, 600 
Lipolysis, 441 
Liver, abscess of, 803 
acute degeneration of, 311 
cirrhosis of, 313, 754 
Lungs, tuberculosis of, 589 
Lymphocytes, 441 
Lymphangiectases in myoma uteri, 305 
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McFar.anp, J., sarcoma of vagina, 
570 
MeNeil, A., complement-fixation test 
in diagnosis of gonococcic infections, 
693 
Magnesium poisoning, 450 
Malaria, ‘‘606” in treatment of, 128 
Malarial pigment, 130 
Malignant disease as a problem of 
modern surgery, 213 
Mastoid region, subperiosteal abscess 
of, 308 
Meara, F. 8., treatment of typhoid 
fever, 44 
Meninges, inflammation of, 127 
Meningitis, 788 
following lead poisoning, 901 
in infants, 144 
Milk, raw, bacteriology of Pasteurized, 
778 
tubercle bacilli in, 928 
Minor, C. L., Arneth’s method of 
blood counting, 638 
Mitral stenosis, 626 
Morgan, W. G., Einhorn duodenal 
bucket and a modified thread test, 
649 
Multiple abscesses of nasal submucosa 
in a case of leukemia, 109 
Musser, J. H., myogenic doctrine of 
cardiac activity and its relation to 
arrhythmia, 360 
Mycosis, ocular, 777 
Myeloid chloroma, 752 
Myogenic doctrine of cardiac activity 
and its relation to arrhythmia, 360 
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Myoma uteri, 305 
Myomata of uterus, 620 
Myotonia atrophica, 253, 465 
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NasaL submucosa, multiple abscesses 
of, 109 
Necrosis of gluteal muscles, 285 
Nephritis, acute, 465 
retina in, 152 
Neural atrophy of hand, 224 
Neuralgia, 142 
Neurasthenia in children, 614, 913 
Niles, G. M., dyspepsia of old age, 79 
Norris, G. W., paralysis of left recur- 
rent laryngeal nerve found in certain 
cases of mitral stenosis, 625 


OBSTETRIC anesthesia, scopolamin in, 
771 
Obstructed portal circulation, 759 
Ocular mycosis, 777 
traumatisms among Russians, 152 
(Edema of glottis, 466 
paroxysmal pulmonary, 1 
(Esophagus, impassable cicatricial 
stricture of, 137 
Omentum, great, functions of, 773 
Oppenheimer, B. S., pathological find- 
ings in the parathyroids, 558 
Opsonic index, simplified, 72 
Organs of internal secretion, 374 
Otitis media, acute, 242 
of ozena, 308 
Ovarian pregnancy with diffuse intra- 
peritoneal hemorrhage, 303 
Ovary, hematoma of, 461 
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PANCREAS necrosis, 311 
Pancreatitis, hemorrhagic, 447 
Paralysis of trapezius, 290 
Parathyroid glands and sudden death, 
287 
Parathyroids, pathological findings in, 
558 
Paresis of stomach, postnarcotic, 446 
Paroxysmal pulmonary cedema, |! 
Pasteurized milk, bacteriology of, 778 
Patella, fractures of, 292 
Pellagra, 94, 467 
and its relation to maize, 926 
diagnosis of, 715 
Pelvic infection, treatment for, 461 
section, 917 
Pemberton, R., myotonia atrophica, 
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Penetrating wounds of 
288 
Peptid nitrogen in urine, 443 
Perforated ulcer of stomach and duo- 
denum, 837 
Pericarditis, exudative, 444 
Perineural injections for the relief of 
neuralgia and sciatica, 142 
Peripheral veins, pulsations in, 709 
Pfeiffer, D. B., myoma of uterus, 781 
Pharynx, stenosis of, 466 
Phenolsulphonaphthalein, 904 
Pilcher, J. T., relief of pain in duodenal 
ulcer, 687 
Pitfield, R. L., relaxation 
iliac joints as a cause 
and backache, 855 
Pituitary gland, physiology of, 502 
Plastic method of operation for closure 
of fistule coming from internal 
organs, 901 
Pleurisy, 599 
Pneumococcus peritonitis, 864 
Poliomyelitis, anterior, 145 
cerebral forms of, 788 
etiology of, 915 
Pott’s disease, paralysis in, 546 
Pregnancy following salpingectomy, 
458 
Procidentia, operation for, 14 
Prophylactic medicine, 659 
Prostate, cancer of, 136 
Pseudochylous ascites, 603 
Puerperal fever, origin and prevention 
of, 304 
period, early rising in, 918 
Pulmonary tuberculosis, 638 
Pulse, new method of studying, 
Purpura in childhood, 912 
Pyorrhcea alveolaris, 666 
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Rassit and horse serum, subcutaneous 
reaction of, 311 
Rabies, virus of, 776 
Rachitis, cod-liver oil in, 142 
Radiotherapy in gynecology, 775 
Radium treatment in gout and rheu- 
matism, 911 
Ranson, 8. W., medicinal treatment of 
delirium tremens, 673 
Yectocele, operation for, 149 
Relapsing fever, ‘606”’ in 
of, 285 
Renal colic, 756 
Retina, detachment of, 153 
in nephritis, 152 
{eviews 
Abrams, Spondylotherapy, 118 
Alger, Refraction and Motility of 
the Eye, 123 
Allbutt, System of Medicine, 275 
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Ashhurst, Fractures of the Lower 
End of the Humerus, 594 
Ballet, Neurasthenia, 431 
Bardswell, Expectation of Life 
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Deaderick, Practical Study of 
Malaria, 279 
Delille, ! Hypophyse et la Médi- 
cation Hypophysaire, 125 
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and Ear, 891 
Grandin, Practical Obstetries, 435 
Gray, Ear and its Diseases, 898 
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Gregor, Experimental Psycho- 
pathology, 748 
Groves, Synopsis of Surgery, 280 
Hare, Progressive Medicine, 434 
Haubold, Preparatory and After- 
treatment in Operative Cases, 
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Jardine, Clinical Obstetrics, 746 
Jones, Arthritis Deformans, 436 
Jung, Psychology of Dementia 
Preecox, 121 
Kelly, Practice of Medicine, 438 
Kelynack, Medical Examination 
of Schools and Scholars, 744 
Kiebel, Human Embryology, 747 
Longyear, Nephrocoloptosis, 597 
McFarland, Text-book of Path- 
ology, 126 
Text-book upon the Pathogenic 
Bacteria, 126 
Macewen, Surgical Anatomy, 124 
Mackenzie, Symptoms and _ their 
Interpretation. 433 
Mendel, Paralysis Agitans, 750 
Mummery, After-treatment of 
Operations, 742 
Diseases of Colon and their 
Surgical Treatment, 897 
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Muthu, Pulmonary Tuberculosis 
and Sanatorium Treatment, 595 
Park, Pathogenic Microérganisms, 


Peabody, Religio-Medical Mas- 
querade, 894 
Percival, Prescribing of Spectacles, 
116 
Pyle, International System of 
Ophthalmic Practice, 281 
Ross, Induced Cell Reproduction 
and Cancer, 895 
Taussig, Prevention and Treat- 
ment of Abortion, 117 
Treves, Manual of Operative 
Surgery, 276 
Savill, Lectures on Hysteria, 430 
Savill, Lectures on Neurasthenia, 
430 
Stelwagon, Diseases of Skin, 893 
Sultan, Grundriss und Atlas der 
Speciellen Chirurgie, 120 
Weeks, Diseases of the Eye, 116 
Walters, Open-air or Sanatorium 
Treatment of Pulmonary Tuber- 
culosis, 122 
Whitman, Orthopedic Surgery, 
742 
Willard, Surgery of Childhood, 743 
Wingfield, Hypnotism, 750 
Rheumatism in childhood, 455, 768 
salicylates in, 910 
Riba, 610 
Ringer, P. H., Arneth’s method of 
blood counting, 638 
Roéntgenological examinations of kid- 
ney, 761 
Ross, G.G., perforated ulcer of stomach 
and duodenum, 837 
Rupture of uterus, 304 


SABROMIN in chorea, 611 
Saccular autoplasty in necrosis of 
intestine from strangulated hernia, 
138 
Sacral pains, epidural injections in, 
621 
Sacro-iliac joints, relaxation of, 855 
Salicylates in rheumatism, 91C 
Salt-poor diet, use of, 293 
Saline solutions, intravenous infusion 
of, 291 
Salvarsan, action of, 907 
on eye, 611 
administration of, 765 
by-effects of, 906 
effect of, on cranial nerves, 611 
in framborsia, effect of, 756 
in malaria, 908 
action of, 753 
in syphilis, 609 
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Salvarsan in syphilitic meningitis, 900 
in treatment of Addisonian 
anemia, 754 
of chorea, 614 
of syphilis, 411, 485, 90S 
therapy, 906 
treatment, 
look, 762 
Sarcoma of fowl, experimental, 900 
of vagina, 570 
Scarlet fever, 453 
Schmoll, E., tonic use of digitalis, 35 
Schwartz, H. J., complement-fixation 
test in diagnosis of gonococcic in- 
fections, 693 
Sciatica, 142 
and backache, 855 
treatment of, 140 
Sclerosis, aortic, 599 
Scopolamin in obstetric anesthesia, 771 
Scott, G. D., medicinal treatment of 
delirium tremens, 673 
Serum disease, some points on, 615 
Shoulders, stiff and painful, 515 
Skinner, E. H., fluoroscopy of gastro- 
intestinal tract, 883 
Sodium butyrate in dogs, action of, 
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Sphygmometers, 131 
Spiller, W. G., pellagra, 94 
Spinal anesthesia, 445 
Spleen, wounds of, 446 
Splenectomy, 766 
Splenic anemia, infantile, 442 
treatment of, 766 
Sputum, albumin reaction in, 753 
Stengel, A., paroxysmal pulmonary 
cedema, 1 
Stenosis of pharynx, 466 
Stiff and painful shoulders, 515 
Stoll, H. F., tuberculosis of bronchial 
glands, &3 
Stomach, cancer of, 600 
evacuation of, 132 
hour-glass contracture of, 903 
paresis of, 446 
ulcer of, 609, 837 
Stoner, H. W., vaccine therapy, 186 
Strangulated hernia, 758 
Stroma of endometrium, structure of, 
151 
Strophanthus, use of, 452 
Strouse, 8., traumatic 
children, 338 
Strychnine poisoning by insufflation 
and curare, treatment of, 129 
Subcutaneous use of ‘‘606,’’ 140 
Suppurative nasal 
disease, 242 
Surgery of thorax, 292 
Suture of a vein, circular and lateral, 
132 
Syphilis, congenital, influence of 606” 
on, 455 
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Syphilis, Ehrlich’s remedy in treat- 
ment of, 450 
hereditary, immunized 
serum in, 143 
of heart, congenital, 398 
salvarsan in, 138, 139, 411, 485 
treatment of, 297 
Syphilitic infection of rabbits, 601 


human 


TENOMYOPLASTY 
tion, 290 
Tetany, infantile, 558 
of pregnancy, 146 
Thayer, W. 8., presence of a venous 
hum in the epigastrium in cirrhosis 
of liver, 313 
Thenar and hypothenar types 
neural atrophy of hand, 224 
Thomas, T. T., stiff and 
shoulders, 515 
surgery of, 292 
Thorax, drainage of, 902 
Thread test, modified, 649 
Thrombo-angiitis obliterans, 286 
Thyreoidin in pernicious nausea 
pregnancy, 146 
Thyroid extract in chorea, 454 
gland in school children, enlarge- 
ment of, 916 
Thyroids, 374 
Tonic use of digitalis, 
Tonsillitis, acute, 465 
Toxemia of pregnancy, 770 
Transillumination of mastoid process 
from external auditory canal, 924 
Transthoracic cardiotomy, 137 
Trapezius, paralysis of, 290 
Traumatic diabetes in children, 338 
Tryptophan test for cancer of stomach, 
600 
Tubal pregnancy, treatment of, 306 
Tubercle bacilli in milk, 928 
in sputum, 439 
Tuberculin in treatment of detachment 
of retina, 153 
treatment of pulmonary tubercu- 
losis, 296 
Tuberculosis and pregnancy, 774 
cellular elements of blood in, 852 
deep muscular injections of mer- 
cury in treatment of, 911 
genital, 620 
human, 622 
of bronchial glands, 
of lungs, 589 
pulmonary, 638 
vaccine therapy in, 
Tuberculous — infection, 
on, 767 
Tunis, J. 
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nasal submucosa, 109 
Typhoid fever, 803 
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Typhoid fever, alum baths in, 294 
prevention of, 610 
statistics, 288 
treatment of, 44, 451 
vaccines in typhoid fever, use of, 
451 


U 


Uxcer, duodenal, diagnosis of, 328 
of stomach and duodenum, 837 
atropine in, 609 
Unilateral cataract from electricity, 
154 
Ureteral catheterism, 605 
Ureters in genital prolapse, compres- 
sion of, 922 
Urinary findings in cancer, 443 
passages, colon bacillus infection 
of, 757 
Urine excreted during anesthesia, 106 
of pregnant women, 443 
Uterine hemorrhage, z-ray treatment 
of, 921 
Uterus and ovary, active substances in, 
620 
carcinoma of, 463, 621 
myoma of, 781 
myomata of, 620, 773 
perforation of, 919 
replacing the retroflexed, 619 
rupture of, 304 
Urobilinuria in scarlet fever, 453 


Vv 


VACCINATION, antityphoid, 294 
Vaccine therapy, 186 


Vaccine therapy and a_ simplified 
opsonic index, 724 
in tuberculosis, 295 
treatment of pyorrhcea alveolaris, 
666 
Vagina, sarcoma of, 570 
Vaginal version, 147 
Value of a simple continuous suture 
passing through the whole vessel 
wall, 135 
Vein, suture of, 132 
Venous murmurs in children, 768 
pulse in fibrillation of auricle in 
mammalian heart, 155 
Vesicovaginal fistula, 619 
Virus of rabies, 776 
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Watsu, J., tuberculous lesions in- 
volving the whole of or more than 
one lobe, 589 

Warthin, A. S., congenital syphilis of 
heart, 398 

Wertheim-Schauta operation, 150 

Whitehead’s operation, modified, 150 

Wiggers, C. J., physiology of pituitary 
gland, 502 

Williams, W. R., vaccine treatment of 
pyorrhcea alveolaris, 666 

Woolsey, G., pneumococcus peritonitis, 


Wounds of heart, treatment of, 905 
of spleen, 446 
Wright, B. L., cellular elements of 
blood in tuberculosis, 852 
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ay Institute of the University of Pennsylvania, Philadelphia. 
NG Subacute Infective Endocarditis. 
e E. LIBMAN, M.D., Professor of Clinical Medicine in the Columbia University, 
. 
New York. 
. The Differential Diagnosis of Intrapelvic Tumors from Tumors of the Lumbro- 
a sacral Cord. 
Ai CHARLES K. MILLS, M.D., Professor of Neurology in the University of Penn 
sylvania, Philadelphia. 
‘ Osteo-arthritis of the Spine, with Particular Reference to its Importance in 
va: Causing Visceral Pain. 
{ y ; HERBERT C. MOFFITT, M.D., Professor of the Principles and Practice of 
4 Medicine in the University of California, San Francisco. 
The Irregularities of the Heart and their Treatment. 
i JOHN H. MUSSER, M.D., Professor of Clinical Medicine in the University of 
a Pennsylvania, Philadelphia. 
y Acute Yellow Atrophy of the Liver in Children. 
at JOHN PHILLIPS, M.D., Assistant Professor of Medicine in the Western Reserve 


University, Cleveland. 


The Results of Medical Treatment in 1106 Cases of Delirium Tremens. 
S. WALTER RANSOM, M.D., Associate Professor of Anatomy, and G. D 


SCOTT, M.D., Instructor in Anatomy in the Northwestern University Medical 
School, Chicago. 

Toxemic Jaundice. 

. DAVID RIESMAN, M.D.,. Assistant Professor of Medicine in the University of 
Io ‘lwanis *hils hi 

Pennsylvania, Philadelphia. 
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THE AMERICAN JOURNAL OF THE MEDICAL SCIENCES FOR 1911 


ORIGINAL CONTRIBUTIONS TO APPEAR-—Continued 


Regurgitation at the Pulmonary Orifice. 
R. D. RUDOLF, M.D., Professor of Therapeutics in the University of ‘Toronto. 


The Treatment of Nocturnal Enuresis in Children, 
JOHN RUHRAH, M.D., Professor of Diseases of Children and Therapeutics in 
the College of Physicians and Surgeons, Baltimore 


Chronic Interstitial Nephritis. 
JOSEPH SAILER, M.D., Assistant Professor of Medicine in the University of 
Pennsylvania, Philadelphia. 


The Treatment of Diabetes with Products of Muscle and Pancreas. 
HENRY SEWALL, M.D., Professor of Physiological Medicine in the Denver and 
Gross College of Medicine, Denver. 


The Presence of a Venous Murmur in the Epigastrium in Cirrhosis of the Liver. 
WILLIAM SYDNEY THAYER, M.D., Professor of Clinical Medicine in the 
Johns Hopkins University, Baltimore. 


Stiff and Painful Shoulders, with Loss of Power in the Upper Extremity. 
T. TURNER THOMAS, M.D., Associate in Surgery in the University of Penn 
sylvania, Philadelphia. 


The Relation of Carcinoma to Cholelithiasis. 
JAMES TYSON, M.D., Emeritus Professor of Medicine in the University of 
Pennsylvania, Philadelphia. 


Preforating Ulcer of the Duodenum. 
* GEORGE TULLY VAUGHAN, M.D., Professor of Surgery in the Georgetown 
University, Washington, D. C. 


The Management of Failure of the Circulatory Balance in Chronic Interstitial 
Nephritis. 
EDWARD F. WELLS, M.D., Professor of Clinical Medicine in the College of 
Physicians and Surgeons, University of Illinois, Chicago. 


Angina Pectoris 
JAMES C. WILSON, M.D., Professor of the Practice of Medicine and Clinical 
Medicine in the Jefferson Medical College, Philadelphia. 


Studies in the Respiratory Exchanges During Pregnancy, Labor, and the Puer 
perium. 
J. WHITRIDGE WILLIAMS, M.D., Professor of Obstetrics in the Johns Hopkins 
University, Baltimore. 


Pneumococcic Peritonitis. 
GEORGE WOOLSEY, M.D., Professor of Surgical Anatomy and Clinical Surgery 
in the Cornell University Medical College, New York 


The above series of original papers gives evidence that the AMERICAN 


JOURNAL OF THE MEpICAL SCIENCES is the channel selected by the mastet 


minds of the profession through which to place the most important results 
of their work at the service of their fellow practitioners, and no more con 


vincing argument can be presented that the AMERICAN JOURNAL is a neces 
In order 


Sary assistant to every physician and surgeon in active practice. 
to assure the receipt of the complete annual series, orders should be sent 


in promptly. 
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Progressive Medicine, 1911 


A QUARTERLY DIGEST 


OF 


Advances, Discoveries and Improvements in the Medical and 
Surgical Sciences, covering the entire domain of Medicine 


EDITED BY 


HOBART AMORY HARE, M. D. 
Professor of Therapeutics in Jefferson Medical College, Philadelphia; Physician to the 
Jefferson Medical College Hospital, ete. 


ASSISTED BY 


LEIGHTON F. APPLEMAN, M. D. 


Instructor in Therapeutics, Jefferson Medical College, Philadelphia. 


In four octavo volumes, containing 1200 pages, 
amply illustrated. Annual subscription price, in 
heavy paper covers, $6.00, net; in cloth binding, 
$9.00, net. Carriage paid to any address 


ROGRESSIVE MEDICINE is the story of the progress, discoveries and improve 
Pp ments in the various branches of the medical and surgical sciences, and is 
published four times a year, in March, June, September and December. The 
matter presented is the digested essence of the entire medical literature of the world 
published during the previous twelve months, moditied, explained and criticised in the 
light of the personal experience of the contributor. 

By this method useless information is discarded and only that which is valuable 
and really helpful to the practitioner is retained. Practicality and thoroughness are, 
in fact, the controlling features of the enterprise. 

The contributors possess, in the highest degree, the qualifications necessary for 
rendering such a service. They have the training and scholarship which make their 
statements authoritative, their ability as authors is evident, and their experience in 
private and hospital practice enables them to choose unerringly exactly that which their 
brother workers require. Full bibliographical references are given throughout. 

Every article is original, the veritable product of the author whose name it bears 
The style is narrative in form, hence easy to read. The interpretation of the facts 
stated is given and their bearing upon the whole subject under consideration is 
clearly and simply indicated. 

PROGRESSIVE MEDICINE is handsomely illustrated whenever pictures can 
increase the value and interest of the article. 

A glance at the names of the authors and the topics each discusses will show how 
thoroughly the practical departments of Medicine and Surgery are covered and the 
great value these volumes possess in the everyday life of every physician. 
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Progressive Medicine, 1911 


GENERAL PLAN AND CONTENTS 


MARCH ISSUE 
OTOLOGY 


ARTHUR B. DUEL, M.D., Manhattan Eye, Ear and Throat Hospital, New York 
DISEASES OF CHILDREN 

FLOYD M. CRANDALL, M.D., Infants’ and Children’s Hospital, New York. 
LARYNGOLOGY AND RHINOLOGY 

D. BRADEN KYLE, M.D., Jefferson Medical College, Philadelphia. 
SURGERY OF HEAD, NECK AND CHEST 

CHARLES H. FRAZIER, M.D., University of Pennsylvania, Philadelphia. 
INFECTIOUS DISEASES 

JOHN RUHRAH, M.D., College of Physicians and Surgeons, Baltimore, Md. 


JUNE ISSUE 
HERNIA 


WILLIAM B. COLEY, M.D., Columbia University, New York. 
GYNECOLOGY 

JOHN G. CLARK, M.D., University of Pennsylvania, Philadelphia. 
ABDOMINAL SURGERY 

ARPAD G. GERSTER, M.D., Mt. Sinai Hospital, New York. 
DISEASES OF THE BLOOD, LYMPHATIC SYSTEM, ETC. 

ALFRED STENGEL, M.D., University of Pennsylvania, Philadelphia. 
OPHTHALMOLOGY 

EDWARD JACKSON, M.D., University of Colorado, Denver. 


SEPTEMBER ISSUE 


DISEASES OF THE THORAX AND ITS VISCERA 

WILLIAM EWART, M.D., F.R.C.P., St. George’s Hospital, London. 
DISEASES OF THE NERVOUS SYSTEM 

WILLIAM G. SPILLER, M.D., University of Pennsylvania, Philadelphia 
OBSTETRICS 

EDWARD P. DAVIS, M.D., Jefferson Medical College, Philadelphia. 
DISEASES OF THE SKIN AND SYPHILIS 

WILLIAM S. GOTTHEIL, M.D., New York Post-Graduate Medical School. 

New York. 


DECEMBER ISSUE 

GENITO-URINARY DISEASES 

C. W. BONNEY, M.D., Jefferson Medical College, Philadelpma. 
DISEASES OF THE KIDNEYS 

JOHN ROSE BRADFORD, M.D., F.R.C.P., University Hospital, London. 
THERAPEUTICS 

H. R. M. LANDIS, M.D., Physician, White Haven Sanatorium, Pennsylvania. 
DISEASES OF THE DIGESTIVE TRACT 

RALPH LAVENSON, M.D., Silver City, N. M. 
FRACTURES, DISLOCATIONS, AMPUTATIONS, ETC. 

JOSEPH C. BLOODGOOD, M.D., Johns Hopkins Medical School, Baltimore 


7 


—~ 


The Practitioner’s Visiting List 


Revised Edition. An invaluable pocket-sized, wallet-shaped volume, 
substantially bound in red leather, flap and pocket, pencil with rubber, and 
calendar for two years, $1.25; with thumb-letter index, $1.50. 

EING in its twenty-seventh year of issue, THE PRACTITIONER’S VISITING 

LIST embodies the results of long experience and study devoted to its develop- 


ment and perfection. It is issued in four styles, to meet the requirements of 
every practitioner. 


WEEKLY MONTHLY PERPETUAL 60-PATIENTS 
(Dated, for 30 (Undated, for 120 Patients (Undated, for 30 Patients (Undated, for 60 Patients 
Patients) per Month) Weekly per Year) Weekly per Year) 


The Weekly, Monthly and 30-Patient Perpetual contain 21 pages of data and 160 
pages of classified blanks. The 60-Patient Perpetual consists of 256 pages of blanks 
alone. 

The text portion of LEA’S PRACTITIONER’S VISITING LIST for 1911 has been 
thoroughly revised and brought up to date. It contains, among other valuable features, 
a scheme of dentition; tables of weights and measures and comparative scales; instrue- 
tions for examining the urine; table of eruptive fevers; incompatibles, poisons and 
antidotes; direction for effecting artificial respiration; extensive table of doses; an 
alphabetical table of diseases and their remedies, and directions for ligation of arteries. 
The record portion contains ruled blanks of various kinds adapted for noting all details 
of practice and professional business. 


NINTH EDITION THOROUGHLY REVISED 


Thornton’s Pocket Formulary 


Ninth Edition. Containing over 2,000 original prescriptions, rep- 
resenting the latest and most approved methods of administering remedial 
agents. By E. Quin TnHornton, M.D., Assistant Professor of Materia 
Medica in the Jefferson Medical College, Philadelphia. In one wallet-shaped 
volume, strongly bound in leather. Price, $1.50, net. 


HORNTON’S POCKET FORMULARY is admittedly the best and most trustworthy 

T of its class and the only Formulary which gives under each prescription full 

directions for use, and clear indications for the special phase of the disease to 

which the remedy is peculiarly adapted. Great care has been used to treat every drug 
with due regard to palatability and pharmaceutical elegance. 

The prescriptions—of which there are over two thousand—are arranged alpha- 
betically under the various diseases. The exhaustion of nine editions in eleven years 
has given its author an opportunity repeatedly to revise his work carefully and thor- 
oughly, bringing it to the present date and adding all the newer drugs which have 
proved worthy of use. 


Messrs. LEA & FEBIGER, 706-710 Sansom St., Philadelphia. 


Gentlemen: Please renew my subscription for 1911 to the publications indicated 
below. 


City and State 


SUBSCRIPTION PRICES AND COMBINATIONS AT REDUCED RATES, 1911 
ERASE WHAT IS NOT WANTED 


Regular Price Com Ka 
THE AMERICAN JOURNAL OF THE MEDICAL SCIENCES...... $5.00 
PROGRESSIVE MEDICINE, Heavy Paper Cover.............-0.--0eeeeeeeeeeee 6.00 
AMERICAN JOURNAL AND PROGRESSIVE MEDICINE...............6550055 $10.00 
THE PRACTITIONER’S VISITING LIBT. 1.25 15 
THORNTON'S POCKET FORMULARY... 1.50 15 


PROGRESSIVE MEDICINE, Bound in Cloth, 4 vols., $3.00 extra, 
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New (6th) Edition Just Ready Thoroughly Revised 


A PRACTICAL, TREATISE ON 


FRACTURES AND DISLOCATIONS 


By LEWIS A. STIMSON, B.A., M.D. 
Professor of Surgery in Cornell University Medical College, New York City 


Octavo, 876 pages, with 361 engravings and 65 full-page plates. Cloth, $5.00, ne . 


A new edition of a work universally recognized as first and final authority by the 
medical and legal professions of America as well as by the courts. It is unique im 
literature as covering two cognate classes of common and urgent injuries that every 
general practitioner and surgeon must be qualified to treat. For their proper manage- 
ment, as well as to avoid or defend lawsuits, which are peculiarly apt to arise in such 
cases, every medical man owes it to his patients and himself to command the latest 
and most authoritative knowledge, offered in this great work. Its wide acceptance is 
shown in the demand for repeated editions. The author has again revised it to date, 
including the rarest as well as the common injuries of both classes. He has presented 
the results of his own immense experience interwoven with knowledge derived from 
familiarity with American and foreign literature on these subjects, so that the work is 
cosmopolitan in scope. Fully illustrated. 


New (4th) Edition Just Ready Thoroughly Revised 


PATHOGENIC MICROORGANISMS 


INCLUDING BACTERIA AND PROTOZOA. 
By WILLIAM H. PARK, M. D. 


Professor of Bacteriology and Hygiene in the University and Bellevue Hospital Medical 
College and Director of the Research Laboratory of the Dept. of Health, New York City 


and ANNA W. WILLIAMS, M.D. 


Assistant Director of the Research Laboratory. 


Octavo, 670 pages, with 196 engravings and 8 full-page plates. Cloth, $3.75, net. 


The exhaustion of another large edition and a steadily increasing demand prove the 
usefulness of Professor Park’s work for all classes of readers, students, practitioners, 
and sanitarians. It was the first to cover in a single convenient volume both great 
divisions of pathogenic microérganisms, the bacteria, or vegetable germs, and the 
protozoa, or those belonging to the animal kingdom. The latter, though less numer- 
ous, are scarcely less important, but owing to the difficulty of their cultivation, only 
recently overcome, they were comparatively ignored, notwithstanding the danger of 
partial knowledge on so vital a subject. The completeness of this work offers the 
further advantage of presenting both great divisions side by side, affording the maxi- 
mum convenience in study and comparison. The new edition has been not only thor- 
oughly revised, but also practically rewritten to represent the latest developments in 
one of the most active branches of medicine and biology. 


‘PHILADELPHIA LEA & FEBIGER JEW YorK 
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NEW WORK JUST READY 
A TREATISE ON 


DISEASES OF THE EYE 


By JOHN E. WEEKS, M.D. 
Professor of Ophthalmology in the University and Bellevue Hospital 
Medical College, New York. 


in one octavo volume of 944 pages, with 528 engravings, and 25 full-page plates. 
Cloth, $6.00, net. 


In this new work one of the world’s foremost authorities has presented a treatise 
on ophthalmology answering all needs of undergraduates and of general practitioners 
as well, who must necessarily be qualified to deal with affections and anomalies of 
the eye. Specialists will likewise be interested in a work summarizing the latest 
advances in a branch which is at once most important and most highly developed. The 
volume is unusually complete, as it includes the embryology and anatomy of the eye, 
and the principles of optics, as well as the clinical aspects, since a knowledge of these 
fundamentals is necessary to a full understanding of the pathological processes dis- 
¢eussed, and it is convenient to have all in one volume. As little theory as possible 
has been given, and this only when facts were not sufficient to explain the phenomena 
described. The subject is presented in as direct a manner as possible, with all neces- 
sary guidance in diagnosis and treatment, including in the latter term both the use 
of therapeutic agents and the prescription of glasses. Each topic is discussed as 
briefly as is compatible with a sufficiently full exposition, and with ample illustrations. 
In a word, a work so planned and written by an authority of the highest standing is 
certain of prompt recognition as the leader even in the exceptionally rich literature. 
of ophthalmology. 


Second Edition Thoroughly Revised 
THE PRINCIPLES AND 


PRACTICE OF SURGERY 


By GEORGE E. BREWER, M.D. 


Professor of Clinical Surgery, College of Physicians and Surgeons, New York 


Octavo, 908 pages, with 415 engravings and 14 plates. Cloth, $5.00, net 


In this convenient idles a leading American teacher and surgeon has presented both 
the principles and practice of surgery in a manner answering every need of students 
and serving practitioners equally well for reference. Professor Brewer brings together 
concisely the most advanced pathology, symptomatology, diagnosis, operations and 
technique. This edition represents a most thorough revision. Every page has been 
brought to date and many new subjects have been added. The whole field of modern 
surgery is exhibited in excellent perspective. The number of pages has been greatly 
increased, and the illustrations have been correspondingly enriched with new and 
original drawings and photographs, as well, as with many full-page colored plates, 


The Boston Medical and Surgical Journal. 


A capital book. Every writing from size for the desk and the traveling bag. 
the hand of Brewer, whether it be A great and important fact about this 
essay or text-book, is worth the read- book is that it is a concise but complete 
ing, and this second edition of the treatise on the whole subject of surgery 
author’s well-known treatise is no ex- in one volume by a master of clinical 
ception. The book is of a convenient surgery and clinical teaching. 
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Second Edition Thoroughly Revised 


THE PRINCIPLES AND 


PRACTICE OF MEDICINE 


FOR PRACTITIONERS AND STUDENTS 
By ARTHUR R. EDWARDS, M. D. 


Professor of the Principles and Practice of Medicine, Northwestern 
Medical School, 


Octavo, 1246 pages, with 100 engravings and 21 plates. 


University Chicago. 


Cloth, $5.50, net; leather, $6.50, net 


This masterly work lays the entire field of medicine clearly and graphicaily before the 
reader's mind. It is the product of long experience and unsparing labor on the part of 
one of the foremost practitioners and teachers in America. Each subject is handled 
briefly but systematically, and any point in the enormous: amount of information 
furnished is therefore easily found. The whole book is well-balanced and properly 
directed, dealing adequately with principles, and focussing everything toward applica- 
tion. Accordingly, unusual space devoted to treatment in full detail, with sug- 
gestive prescriptions. Appreciation of its high value as a text-book for students, and 
as a guide for practitioners, quickly brought the work to a second edition, which the 
author thoroughly revised. 


1s 


The Johns Hopkins Hospital Bulletin. The Journal of the American Medical Ass’n. 


A very satisfactory text-book. The An enormous amount of detailed infor- 
czreful way in which Dr. Edwards has’ mation is given and the whole literature 
studied the literature makes the articles has evidently been carefully studied. These 
especially useful for teachers and prac- features should make the work especially 
titioners. The number of facts and statis- useful to teachers. The sections on treat- 


tics grouped together is really remarkable. 
he sections on treatment are to be fully 
commended. 


ment are very satisfactory. They are 
complete and show a common-sense atti- 
tude toward therapy. 


Fifth Edition Thoroughly Revised 


THE PRINCIPLES AND 


PRACTICE OF GYNECOLOGY 


By E. C. DUDLEY, A.M., M.D. 
Professor of Gynecology in the Northwestern University Medical School, Chicago 


Octavo, 806 pages, 431 illustrations, (75 in colors) and 20 plates. Cloth, $5.00,net; leather, $6.00, net 


A work achieving a age ind for five editions in ten years clearly merits the favor it 
has received. A decade eliminates weak books, but finds strong ones in their prime 
If, as is the case — Dudley, there have been frequent revisions, each is improved, 
and the latest is the best of all. Another feature of Dudley is also only possible in a 
strong book, namely, the complete originality of its abundant engravings and colored 
plates, These have been still further increased in this new edition. Besides being 
by far the leading text-book, Dudley occupies the same position with practitioners and 
gynecologists, and thus enjoys a combined demand rendering it a conspicuous success. 


The Medical Record. 


The work remains, what it has been 
from the very first, one of the most sane 
and serviceable of the text-books on 
gynecology, and as such it is_ heartily 
recommended both to students and to 
practitioners. 
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American Journal of the Medical Sciences. 


One of the most satisfactory expositions 
of the subject of which we have knowl- 
edge. Adverse criticism would simply 
be the exploitation of personal opinion. 
The whole subject of gynecology is care- 
fully covered. 
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New (5th) Edition Just Ready Thoroughly Revised 


A TEXT-BOOK OF 


Pharmacology and Therapeutics 


OR, THE ACTION OF DRUGS IN HEALTH AND DISEASE 


By ARTHUR R. CUSHNY, M.A., M.D., F.R.S. 


Professor of Pharmacology in the University of London; Examiner in the Universities 
of London, Manchester, Oxford and Leeds; formerly Professor of Materia 
Medica and Therapeutics in the University of Michigan. 


Octavo, 744 pages, with 61 engravings. Cloth, $3.75 net. 


Recent advances in the domain of pharmacology and therapeutics have necessitated 
changes in a number of chapters of this text-book, and have afforded an opportunity 
for a thorough revision of the whole. The importance of the work done during the 
last few years testifies to the growing interest in the action and application of drugs, 
and also to the abandonment of the former nihilistic attitude towards therapeutics. 
Valuable contributions have been made to the study of many individual drugs, per- 
mitting more definite statements of their action. In therapeutics new methods of 
clinical examination have thrown much light on the use of several remedies, such as 
digitalis, and the study of protozoal diseases has suggested new points of view regard- 
ing specific agents, for example, arsenic and mercury. A chapter has been added on 
the antitoxins and their uses. The author’s original purpose was to bridge the hiatus 
between the phenomena occurring in the normal organism and those elicited in the 
therapeutic use of drugs. That the volume has rendered immense service in training 
students and aiding practitioners in rational therapeusis is evident both from the 
number of editions and the low price rendered possible by the extent of the demand. 


A TEXT BOOK OF 


SURGICAL DIAGNOSIS 


By EDWARD MARTIN, M. D. 


Professor of Clinical Surgery, University of Pennsylvania, Philadelphia 


Octavo, 764 pages, with 445 engravings, largely original, and 18 full-page plates. Cloth, $5.50, net 


The American Journal of Surgery. The Journal of the American Medical Ase’n. 


The classification throughout is sys- A carefully prepared and satisfactory 
tematic, the treatment clear and concise, text-book of an advanced type and orig- 
and practically no omission of known dis- jnal character. The illustrations form an 
eases can be found. This book is excel- jmportant feature of the work and are 
lent of its kind, complete, conservative, chosen for their instructiveness. 
well balanced between laboratory aids and 
bedside observation, profusely illustrated en 


and of good t hy. 
Martin has long been distinguished in 


The Medical Record. his teachings as a champion of accuracy in 

The book is concise, exact and practical. diagnosis, in order to lay a foundation for 

The author leaves no misunderstanding of correct treatment. The work will add 

his meaning. A mine of information is distinctly to the valuable contributions of 
often contained in a page. the year to medical literature. 
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Third Edition 


NERVOUS 


Professor of Neurology, 
x-President, American Neurological 


ORGANIC AND FUNCTIONAL 


A TEXT-BOOK OF NEUROLOGY 
By M. ALLEN STARR, M. D., Ph. D., LL. D. 


College of Physicians and Surgeons, New York 
Association and New York Neurological Society. 


Octavo, 911 pages, 300 engravings and 29 plates. 


Thoroughly Revised 


DISEASES 


Cloth, $6.00, net; leather, $7.00, net 


for three editions in six years. 


Appreciation of the high authority and usefulness of this work has led to the demand 


Utilizing this 


renewed opportunity to the full, the 


author has again executed a careful revision, making many additions and also rearrang- 
ing it in a way which will still further increase its value to the student and practitioner. 


The volume completely covers its important 
diagnosis, the practical anatomy and physiology, and the general symptomatology. 

pn} 8) ymf{ g) 
is thus prepared for the following main sections on organic 


reader 

diseases and on those of the sympathetic system. 
land between Medicine and Surgery, 
described. 


diagnosis and treatment. 


The Journal of the American Medical 


Association. 
In this classical work the author has 
evidently studied with care the needs of 


both practitioner and student. In the 
specialty of nervous diseases there is no 
neurologist living since Charcot, with the 
possible exception of Oppenheim in Ger- 
many, whose text-book writings bear the 
imprint of originality as do Starr’s. The 
book, as a whole, therefore, must be pro- 


Eighth Edition 


surgical 
Attention has been directed throughout the book to etiology 


subject, beginning with the principles of 
The 
and functional 
As the whole field lies on the border- 
measures for relief or cure are fully 
differential 


nounced among the best in the English 
language 


The Journal of Nervous and Mental Diseases. 


personal 
years of 


It is a presentation of the 
experience of over twenty-five 
neurological practice. 

The Johns Hopkins Hospital Bulletin. 


its kind which has appeared 


Thoroughly Revised 


A PRACTICAL TREATISE ON 


DISEASES OF THE SKIN 


By J. NEVINS HYDE, M.D. 
Late Professor of Dermatology and Venereal Diseases in the University of Chicago, Medica, 
Department, (Rush Medical College) 


Octavo, 1126 pages, with 223 engravings and 58 plates. 


Cloth, $5.00, net; leather, $6.00, net 


Dermal affections are 
ination, their importance and the 
dermatology into one of the .most 
highly developed literature, 


difficulty 


so widespread as to be practically universal. 
of their 
forward 
in which no work 


Their dissem- 
treatment have combined to develop 
and active of specialties. This implies a 
in English is more prominent than that 


of Dr. Hyde. Its established position is shown in the demand for eight editions. The 
distinguished author bestowed years of labor on this revision, bringing his work 
thoroughly abreast of its rapidly progressive specialty, enlarging it by about two 
hundred pages, improving its engravings and doubling their number, and likewise 


doubling the number of plates 
in which delineation is 
a forward mark even in the 


equally as a standard text 


full- page 


boc fi iT 
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desirable is pictured 
rich literature 


of dermatology 
students and as a guide 
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monochrome. Every subject 
to nature. This edition sets 

\s heretofore it will serve 
for practitioners 


colors and 
with fidelity 
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Thirteenth Edition Thoroughly Revised 


A TEXT-BOOK OF 


PRACTICAL THERAPEUTICS 


By HOBART AMORY HARE, M.D. 


Professor of Therapeutics and Materia Medica, Jefferson Medical College of Philadelphia. 


Octavo, 960 pages, with 122 engravings and 4 full-page colored plates. 
Cloth, $4.00, net; leather, $5.00, net; half morocco, $5.50, net 


The demand for successive editions of this book is the best possible evidence of its 
adaptation to the needs of all classes of readers, including practitioners as well as 
students. The author has again revised it thoroughly to date, increasing its usefulness 
in many ways. The most recent advances in therapeutics and the newest drugs of 
proved value are included. Hare’s Therapeutics is divided into four Parts, the first 
dealing with the principles underlying all therapeutics, the second with all drugs of 
value, the third with non-medicinal remedies and foods for the sick, and the fourth with 
diseases and their most modern treatment. The work is arranged alphabetically and 
fully cross-referenced, so that all information on any topic is immediately at command. 
It is completed with a table of doses and two indexes, one of drugs and remedial 
measures, and the other of diseases and remedies, most convenient and suggestive. 
The whole plan is ingenious and its execution practical and authoritative in the 
highest degree. Hare is the leading text-book for students and equally the most 
resourceful and suggestive counsellor for the physician. Two editions in Chinese have 
been published, and one in Korean. 


Volume II Completing this Work Just Ready 


A MANUAL OF 


OPERATIVE SURGERY 


By SIR FREDERICK TREVES, F.R.C.S. 


Sergeant-Surgeon to H. M. the King, Consulting Surgeon to the London Hospital 


REVISED BY THE AUTHOR AND 
JONATHAN HUTCHINSON, F.R.C.S. 


Surgeon to and Lecturer on Surgery at the London Hospital 
New (3d) edition. Thoroughly revised. In two octavo volumes. Volume I contains 775 pages 


193 illustrations and 17 full-page plates. Volume II contains 820 pages, 302 illustrations 
and 8 plates. De Luxe edition, half morocco, $13.00, net 


In this work the most eminent English surgeon of the present time covers the 
operative side of surgery, giving full details of the procedures which in his experience 
have proved to yield the best results in the various conditions. The reader is thus 
spared the task of weighing the multiplicity of operations that have been practised. 
In each section are included instructions as to the preparation of the patient and the 
after-treatment of the case. The demand for a work of such value has exhausted two 
editions, and now a new one, thoroughly revised to date and largely rewritten and 
re-illustrated, has been prepared by the author’s colleague. A limited quantity has 
been secured for sale in the United States. 


EA & FEBIGER 


111 FirTH AVENUE 
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(New (11th) Edition Just Ready é Thoroughly Revised 
A MANUAL OF 


OBSTETRICS 


By A. F. A. KING, A.M., M.D., LL. D. 
Professor of Obstetrics in the Medical Department of the George Washington University, 
Washington, D. C., and in the University of Vermont. 


12mo, 713 pages, with 341 illustrations in the text and 3 plates. Cloth, $2.75 net. 


; The passage of Professor King’s Manual to an eleventh edition stamps the volume 
indelibly as possessing in high degree the essentials which appeal to the student and 
to the busy practitioner, whose daily onerous tasks prevent the consultation of elaborate 
treatises. The present revision is thorough and satisfactory. Among the important 
additions may be cited the subjects of pubiotomy, spontaneous version by posture and 
the factor of thigh pressure upon the abdomen considered as one of the auxiliary forces 
bf labor. The section on hypermesis has also been rewritten and the illustrations 
have been increased by the addition of thirty-seven new figures. In general scope the 
priginal aim has been judiciously maintained, the constant purpose being such brevity 
and simplicity of statement as insure easy intelligibility. 


Fifth Edition Thoroughly Revised 


A MANUAL OF OTOLOGY 


By GORHAM BACON, A.M., M.D. 


Professor of Otology in the College of Physicians and Surgeons, New York 


12mo, 503 pages, with 145 engravings and 12 colored plates. Cloth, $2.25, net 


This work has been well termed “the standard manual of otology in the English 
language and a model for all works of a similar nature.” Written by an eminent 
authority especially to meet the needs of students and general practitioners, it comprises 
all essentials. The methods of treatment recommended are modern and thoroughly 
practical. The esteem in which this manual is held by professors of otology is seen 
in its wide use as a text-book. The continued demand of undergraduates and physi- 
cians exhausts successive editions, affording the author frequent opportunities for 
revision. Thus, his work is recognized as possessing the advantage of always repre- 
senting the world’s latest and best knowledge. 


Fourth Edition Thoroughly Revised 


A MANUAL OF 


DISEASES OF THE NOSE & THROAT 


By CORNELIUS G. COAKLEY, M.D. 
‘Clinical Prof. of Laryngology in the Univ. and Bellevue Hospital Medical College, New York 


12mo, 604 pages, with 126 engravings and 7 colored plates. Cloth, $2.75, net 


A compact but very comprehensive manual designed to answer the needs of 
students and practitioners. It carries the reader from the beginning of the subject 
through to the end, qualifying him even on the differentiation of diseases only to be 
discriminated by bacteriology or the microscope. Special attention has been devoted 
to examination, diagnosis and treatment. Appreciation of its value has brought this 
work to its fourth edition in nine years, a fact showing that it is established in favor 
and so frequently revised as to be always representative of a very progressive and 
important specialty. 


FEBIGER NEW YORK 


111 FirrH Avenu’ 


“the keynote of modern medicine is rational therapy. A remedy 
based upon this principle generally attains the physician’s confidence 
and support. 


Antiphlogistine from its inception was intended for the rational 
treatment of all inflammatory conditions both superficial and deep 
seated, and that it is exceedingly well adapted for these purposes is 
amply proven by the unparalleled results obtained from its proper 
application. 


Whether it be a case of Pneumonia or a Sprain, each exhibiting 
an inflammatory condition to a greater or less degree, antiphlogistine, 
applied thick and hot, has demonstrated its worth, by the relief of 
pain, and the subsidence of concomitant symptoms. 


Physicians who have used antiphlogistine in their practice are in 
no need of further evidence of its effectiveness; these remarks are 
intended for those who may not be familiar with its reputation as a 
satisfactory and ethical remedy i in the treatment of all inflammatory 
and congestive conditions.” 


Volume VII Completing this Work Just Ready 


MODERN MEDICINE 


ITS THEORY AND PRACTICE 


In original contributions by Eminent American and 
Foreign Authors 


Edited by WILLIAM OSLER, M.D. 


Regius Professor of Medicine in Oxford University, England; Honorary Professor of Medi- 
cine in Johns Hopkins University, Baltimore; formerly Professor in the University 
of Pennsylvania, Philadeiphia, and in McGill University, Montreal 


In seven octavo volumes of about 900 pages each, illustrated. Price per volume, cloth, $6.00, 
net; leather, $7.00, net; half morocco, $7.50, net. Subscriptions received 
only for the whole work. Prospectus on request 


The publication of the seventh volume completes the greatest work on practical 
medicine ever offered to the profession. Dr. Osler’s preéminent position has enabled 
him to secure articles from the leaders in every department. Their cooperation under 
a skillfully devised plan has resulted in the creation of a complete library of present- 
day medicine within the convenient compass of about 6,000 pages, adequately illus- 
trated. Each volume is indexed, and the seventh contains a general index to the 
whole, so that the latest authoritative information on any point is immediately at com- 
mand. For a work of such paramount value and usefulness a phenomenal demand 
was assured and it was therefore possible to fix a price low enough to meet the con- 
venience of every practitioner who aims to qualify in full measure for his responsi- 
bilities. 


PHILADELPHIA LEA & FEBIGER Rew YORK 


706-8-10 SANSOM ST. 
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ESSENTIAL BLOOD ELEMENTS 


Which all convalescents lack, have been found by 
thousands of the leading physicians for their patients in 


BOVININE 


BOVININE supplies all this as no Beef Extract can. It 
raises the Opsonic Index to norm:] standard and prevents 
chronic invalidism. 

BOVINENE is not only a perfect nutritive tonic in itself, but 
heing rich in elementary iron and <]l esiential elements neces- 
sary for complete cell reconstruction and nutrition, it 
re-establishes completely normal metabolism, thus assuring a 
quick recovery from all wasting diseases. 

Write for Sample, also for one of our new Glass (sterilizable) Tongue Depressors 


THE BOVININE COMPANY 


75 West Houston St.. New York City 


THE DISEASES AND SURGERY OF THE 


GENITO-URINARY SYSTEM 


By FRANCIS S. WATSON, M. D. 


Senior Visiting Surgeon at the Boston City Hospital; Lecturer on Genito-urinary 
Surgery in the Harvard Medical School, and 


JOHN H. CUNNINGHAM, Jr., M. D. 
Assistant Visiting Surgeon to the Boston City Hospital; Member of the American 
Association of Genito-urinary Surgeons 


In two very handsome octavo volumes containing 1101 pages, with 454 engravings and 47 
full-page colored plates, mostly from original drawings. Price for the complete work, 
extra cloth, $12.00, net. In half Persian morocco, gilt top, de luxe, $17.00, net 


Diseases of the male half of the human race are coddinate with Gynecology, and 
of scarcely less importance. Owing to their frequency and urgency they constitute a 
very large element of professional work, and one in which the general practitioner 
should be qualified as well as the surgeon. The whole subject is here presented in its 
ripest development, both in its medical and surgical aspects> The operative surgery of 
the genito-urinary tract is covered in full detail, a feature peculiar to this work and 
one of obvious value. Even the apparently minor directions are given, neglect Pe 
which may defeat an otherwise successful operation, The illustrations are especially 
notable both for their abundance and effectiveness. They are mostly original, and 
designed to exhibit diagnostic and practical points, including even the steps of 
operations. 
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You Can Save Yourself Hours 


of worry and uncertainty, spare your patient hours 
of pain or distress, perhaps ward off impending 
cardiac failure, by using “ DIGALEN” where digi- 
talis treatment, “the sovereign remedy in all heart 
affections,” is called for. 


"Digalen has given me, in a few positively desperate cases, such unmitigated 
satisfaction, that | am perfectly willing for the profession to know of my indorsement. 
I am convinced," he continues, "that in any case of defective compensation — 
Digalen fails, no remedy known to-day - accomplish anything."— Doctor M. H 
Surgeon, German Hospital, Buffalo, N. Y. 


The dose of Digalen (Solution digitoxin soluble Cloetta) is 8 
to 16 minims. 


“All the virtues of the drug in a nutshell, with — 
the objectionable elements eliminated.” 


Write for Sample and Literature 


THE HOFFMANN-LA ROCHE CHEMICAL WORKS 


65 Fulton Street, New York 


150-152 MAIDEN LANE 


BROVALOL 


(Brom-iso-valeric acid-borncol ester) 


A definite chemical compound, exhibiting the combined 
sedative and nervine properties of Bromine and the important 
active principles of Valerian. 


It Is Distinguished From Other Valerics 


By quicker™and more complete action, milder taste, absence 
of eructations, and by being well tolerated, even on prolonged 
use and in large doses. 


Literature and experimental specimens from 


SCHERING & GLATZ 


NEW YORK 
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Obviate biliary infection and stagnation 
Reduce swelling and spasmof the gall-ducts 
ror calculi and favor their expulsion. 


Render the urine antibacterial, clear, acid 
Lessen gonorrheal difficulties (tenesmus) 
Diminish the occurrence of complications. 


Anusol Suppositorics 


Relieve hemorrhoidal pain and congestion 
Exert a tonic action on inflamed mucosae 
Promote healing of the vascular structures. 


Literature tom Schering &Ytals, New Vork. Te 


Hunyadi Janos 


Natural Laxative Water 


Does not produce the nausea common to mineral cathartics. 
Its action upon the liver is that of a true hepatic stimulant. 
On the intestine its action is that of a gentle saline hydragogue. 
Administered in doses of one-half glassful before breakfast. 

Bottled at the springs and always of staple composition. 


BoYLSTON MEDICAL PRIZE QUESTIONS. 


January 1, 1909— Original Work in Anatomy, Physiology or Physiological Chemistry, $75. 


on 


Original Work in Pathology, Therapeutics or Pharmacology. $75. 
January 1, 1910— Original Work in Anatomy, Physiology or Physiological Chemistry, $75. 
Original Work in Pathology, Therapeutics or Pharmacology, $75. 


ron ranricutans H.C. ERNST, M.D., Sec’y, Horvard Medica! Schow 


EMPLOYMENT 


Highly-remunerative work may be obtained by Physicians and others 
by selling medical books to the profession. Address 


LEA & FEBIGBR, 
706-710 Sansom Street, Philadeiphia. 
11 


It 
is a saturated solution of boric acid, rein- 


forced by the antiseptic properties of ozonif- 
erous oils. It is unirritating, even when 
applied to the most delicate tissue. It does 
not coagulate serous albumen. It is par- 
ticularly useful in the treatment of abnormal 
conditions of the mucosa,and admirably suited 
for a wash, gargle or douche in catarrhal 
conditions of the nose and throat. 

There is no possibility of poisonous effect 
through the absorption of Listerine. 


Listerine Dermatic Soap is a bland, unirritating 
and remarkably efficient soap. 

The important function which the skin performs in the 
maintenance of the personal health may easily be impaired by 
the use of an impure soap, or by one containing insoluble 
matter which tends to close the pores of the skin, and thus 
defeats the object of the emunctories; indeed, skin diseases may 
be induced, and existing disease greatly aggravated by the use 
of an impure or irritating soap. When it is to be used in 
cleansing a cutaneous surface affected by disease, it is doubly 
important that a pure soap be selected, hence Listerine 
Dermatic Soap will prove an effective adjuvant in the general 
treatment prescribed for the relief of various cutaneousdiseases. 


Inhibitory Action of Listerine,”? a 128-page pamphlet 
descriptive of the antiseptic, and indicating its utility in medical, surgical 
and dental practice, may be had upon application to the manufacturers, 
Lambert Pharmacal Co., St. Louis, 
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Special 
Tuberculin Offer 


The value of Tuberculin as a diagnostic test for 

tuberculosis is generally recognized. We prepare 
TUBERCULIN OINTMENT for the cutaneous test 
TUBERCULIN, OLD, in capillary tubes for the von Pirquet 
TUBERCULIN, OLD, for the subcutaneous test 


Test 


The concensus of opinion appears to be that: 


‘*‘The von Pirquet Cutaneous Test is the most suitable 
method for general use, and is absolutely harmless. It 
is the only test required for children, because a positive 
result is more significant of a recent infection and occurs 
less often in apparent health under the age of twelve. 
Other methods may be needed in adults to confirm the 
result of a cutaneous test, but it can be applied as a 
preliminary method in all cases with advantage.”’ 


Journal American Medical Association, January %2, 1910, Folio 261. 


Correspondence with many clinicians leads us to believe that for 
therapeutic use Bacillen Emulsion or Bouillon Filtrate are preferable. 


We make the following 


Special Tuberculin Offer 
On receipt of $ 2 Oo O with name of your druggist 


we will forward, charges prepaid, 


Regular Prices 
1 Tuberculin and Bacterial Vaccine Syringe........ $2.00 
1 Bottle (8 c.c.) Serial Dilution, No. 1, Bacillen Emulsion 50 
Containing 1-10,000 milligram in each 2 minims. 
1 Package von Pirquet Cutaneous Tuberculin Test 
(10 tubes Tuberculin, “Old’”’), 10 tests....... 1.00 
1 Aseptic Tuberculin and Vaccine Scarifier ....... 25 
including Working Bulletins on Tuberculins, $3 15 
Bacterins, Typho-Bacterin and Neisser-Bacterin. ' 


H. K. Mulford Gompany 


Philadelphia 


Kansas City 
Minneapolis 


St. Louis 
Atlanta 


New York 
Chicago 


San Francisco 
Toronto Seattle 


Therapeutic Notes (Sept. 1910) tells of a physician who had prescribed a certain 
brand of A. S. and B. pills for years, under the impression that no others would give 
him equal satisfaction. Casually he learned of our Soft Mass Pill No. 984 (A. S. and B. ). 
He tried it. Note what he says: 


“I am getting incomparably better results from your Soft Mass A. S. and B. pill 
than I did from Blank’s hard pills. 
them. 


There is absolutely no comparison between 
I NOW SPECIFY SOFT MASS PILLS, P. D. & CO., EXCLUSIVELY.” 


Our Line of Soft Mass Pills. 


(Chocolat ted pt No. 892.) 


No. 892—Ferrous Carbonate (Blaud), 5 grs., round, 
uncoated. 

No, 967—Catbartic Compound, U. S. P. Eighth Re- 
vision. 

No. 968—Cathartic Compound, Improved. 

No. 969—Quinine Sulphate, 2 grs. 

No. 970—Cascara Compound No. 3 (Dr. Hinkle). 

No. 971—Ferrous Carbonate (Blaud), 5 grs., U.S. P. 
Eighth Revision. 

No, 975—Cholelith (round ). 


No. 986—Cathartic Compound Granules, % gr. 
No. 987—Emmenagogue, Improved. 

No. 988—Evacuant. 

No. 990—Camphor, Opium and Lead Acetate. 
No, 991—Camphor, Opium and Tannin. 

No. 992—Opium and Camphor, N. F. 

No. 993—Quinine, Iron and Zinc Valerianates. 
No. 994—Quinine Valerianate, 2 grs. 

No. 995—Salol, 2% grs. 

No. 996—Salol, 5 grs. 


No, 977—Ferrous Carbonate (Blaud), Modified. 

No. 981— Ferrous Carbonate (Blaud) Compound, 

No. 982—Ferrous Carbonate with Nux Vomica.: 

No. 983—Blaud and Strychnine Compound, B “B.” 

No. 984—Aloin, Strychnine and Belladonna, B “** A.” 

No. 985—Aloin, Strychnine and Belladonna Com- 
pound, N. F. 


No. 997+Salol and Phenacetine. 

No. 998—Warburg Tincture, N. F., representing % 
fluidrachm. 

No. 999—Warburg Tincture, N. F., representing 1 
fluidrachm. 

No, 1000—Warburg Tincture without Aloes, N. F., 
repr ting 1 fluid h 

No. 1001-Alophen. 


NOTE.—In the soft-mass process no heat is applied, hence such volatile substances 
as camphor, the valerianates, the essential oils, etc., are preserved in full measure. 


SOFT MASS PILLS (P. D. & CO.) dissolve readily in the digestive tract. They 
are attractive in appearance. They keep well. They are absolutely true to formula. 
Ask your druggist to dispense them on your prescriptions. 


PARKE, DAVIS & COMPANY 


Laboratories: Detroit, Mich., U.S.A.; Walkerville, Ont.; Hounslow, Eng. 
Branches: New York, Chicago, St. Louis, Boston, Baltimore, New Orleans, Kansas City, Minneapolis, U.S.A.: 
London, Eng.; Montreal, Que.; Sydney, N.S.W.; St. Petersburg, Russia; Bombay, India; 
Tokio, Japan; Buenos Aires, Argentina, 
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PRUNOIDS 


AN IDEAL PURGATIVE MINUS CATHARTIC INIQUITIES 


A real advance in the therapy of intestinal constipation. 


A STIMULATOR OF DIGESTIVE PROCESSES 


Used alone or as a vehicle to augment and aid the natural functions of digestion. 


CACTINA PILLETS 


CEREUS GRANDIFLORUS IN ITS MOST EFFICIENT FORM 
A persuasive Heart Tonic to improve Cardiac nutrition. 


SASENT TO PHYSICIANS. SULTAN DRUG CO., St. Louis. 


PEACOCR'’S 


BROMIDES 


In Epilepsy and all cases demanding continued bromide treat- 
ment, its purity, uniformity and definite therapeutic action 
insures the maximum bromide results with the minimum 
danger of bromism or nausea. 


HIONIA 


is a gentle but certain stimulant to the hepatic functions and 
overcomes suppressed biliary secretions. It is particularly 
indicated in the treatment of Biliousness, Jaundice, Consti- 
pation and all conditions caused by hepatic torpor. 


PEACOCK CHEMICAL CO., St. Louis, Mo. 
PHARMACEUTICAL CHEMISTS 
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IMPORTANT NOTICE 


Commencing with the New Year, 1911, 


Fellows’ Syrup 
Hypophosphites 


will be sold in SMALL BOTTLES, retailing at 
$1.00, as well as in those of the Regular ($1.50) Size. 


The SMALL BOTTLES will contain 
about half the quantity of the Regular Large 
Bottles, and they will be obtainable 
from all the leading Druggists. 


Physicians are earnestly requested to prescribe in ORIGINAL 
LARGE or SMALL BOTTLES, in order to safeguard them- 
selves and their patients against substitution. 
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EFFICIENCY PALATABILITY 


TANNIGEN GYNOVAL 
intestinal Astringent Sedative, Ant al 


LACTO-SOMATOSE 
idea! Food in Diarrhea! Affections 


SABROMIN SAJODIN 
Agreeabie Bromin Therapy Improved lodin Medication 
THYRESOL SOPHOL 

Well-Borne Santali Ol! Non-irritating Siiver Sait 


Samples and Literature Supplied by 


Farbenfabriken of Elberfeld Co. 
P. O. BOX 2162 NEW YORK 117 HUDSON STREET 


| N Metabolic Ferment 
Derived from Fungi 


A dependable influencer of nutrition 
clinically efficient in malnutrition as is 
nothing else 


Produces These Important Effects 


IN EARLY TUBERCULOSIS 


Unmistakably increases the blood count. 
Enables the system to metabolize carbo- 
hydrates and fats. Increases appetite 
and weight — 


MEAD JOHNSON & CO. 


on Request JERSEY CITY JERSEY 


| BAYER PRODUCTS 
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The Trypsogen Treatment of 


Diabetes Mellitus 


The experimental research work of the past ten years, has 
been devoted largely to a study of the digestive. glands and 
internal secretions and has demonstrated that diabetes is a nutri- 
tional disorder probably due to deficiency of certain enzymes 
or secretions of the pancreas. On such a theory Trypsogen 
should be a rational treatment of diabetes. We are publishing 
a series of monographs on metabolism, covering recent work in 
the field of digestion and nutrition and will take pleasure in 
mailing copies of any or all of this series to any phveicten on 
request. 


No. 1.—Diabetes Mellitus, Trypsogen Treatment. 

No. 2.--Diet in Diabetes Mellitus. 

No. 3.—Complications and Sequelae of Diabetes Mellitus. 
Others in Preparation. 

Recent graduates in medicine kindly enclose professional 


G, W. Carnrick Company, 


A RATIONAL FORMULA 


TO START THE BABY To prepare:- 
Simply dissolve the Mellin’s Fo ' a 
eet level tablespoonfule | Water, then add the milk. 
No cooking required. 
ware The milk in the mixture is made easy 
of digestion as Mellin’s Food acts on 
the casein, preventing the formation of 
Proteids } mille 83 . 1.26 
Carbohydrates (no starch) 4.38 To obtain 7% Fat Top Milk~ 
34 
Pour off the top 16 ounces from a quart of 
Calories per fluidounce=12.1 milk after it has stood 4 or 5 hours, or until 
x the cream line is well defined. This upper 
fh) Other formulas can be obtained by sending part contains approximately 7% fat. 
for our book, “Formulas for Infant Feeding” ,, 
which is sent free to physicians. see ae 


23 Sullivan St., New York City. 
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